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FiG, 1.—CONJUNCTIVAL PHLEGMON ONE DAY AFTER OPERATION 


FiG. 2,—APPEARANCE OF EYE TWO DAYS AFTER OPERATION. 


FIG. 3.—CONDITION SEN AFTER Four Days. 


PHLEGMON OF CONJUNCTIVA FOLLOWING OPERATION FOR PTERYGIUM (KIEHLE). 
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PHLEGMON OF THE CONJUNCTIVA FOLLOWING OPERATION. 
FREDERICK A. Krewe, A.B., M.D., F.A.C.S. 


PORTLAND, OREGON. 


This is the report of a case in which a simple operation for pterygium was followed 
by loss of the eye. The only organisms found were a few streptococci and staphylococci 
not pathogenic for animals. Read before the Pacific Coast Oto-Ophthalmic Society, July 


15, 1921. 


The following case, one of the most 
distressing the writer has ever had to 
deal with, is important as illustrating 
what can happen despite the greatest 
precautions, with usual technic and 
under conditions ordinarily accepted as 
aseptic. For this reason, and because 
I fail to find in ophthalmic literature or 
in the practice of my confreres record 
of any similar experience, I am im- 
pelled to make this report. 

Mrs. C., aged 35, consulted me No- 
vember 9, 1920, regarding a small 
pterygium of her right eye in the usual 
position at the inner side of the limbus. 
The growth was small and there was 
no interference with vision, which was 
normal. Only cosmetic reasons and 
the constant curiosity of her friends 
and acquaintances regarding the 
growth induced her to seek consulta- 
tion. 

Operation was not urged and it was 
carefully explained that the growth 
was innocuous and might never inter- 
fere with ocular function. However, 
on December 29, she reappeared with 
her husband and requested operation. 
As she was from out of the state and 
only visiting friends in Portland, she 
asked to go to a hospital. I mention 
this because we are accustomed to op- 
erate on pterygia in our office surgery. 

Arrangements were made at the 
Portland Eye, Ear, Nose and Throat 
Hospital for operation the following 
morning. No preliminary culture of 
the contents of the conjunctival sac 
was made, as is our custom before pro- 
ceeding with the more important oph- 
thalmic operations. In the surgery, 
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however, the eye was given as careful 
preparation as for an intraocular sec- 
tion. There was nothing unusual in 
the appearance of the eye or the acces- 
sory structures. Lids and conjunctiva 
were normal and tear sac negative. The 
technic of the operating room was 
absolutely beyond criticism. 

After careful cleansing of the lids, 
and irrigation of the conjunctival sac 
with boric acid solution, anesthetiza- 
tion was produced by three instillations 
of a single drop of 5% cocain solu- 
tion at five minute intervals. One drop 
of adrenalin solution (1/1000) was 
placed in the conjunctival sac a mo- 
ment before inserting the speculum. 

The operation was a simple implan- 
tation of the pterygium subconjuncti- 
vally below the cornea. The usual an- 
chor suture of double threaded black 
silk held the growth in place and two 
small sutures of similar material closed 
the conjunctival wound. The whole 
procedure was as simple as usual, and 
occupied but a few moments. The pa- 
tient was ideal in behavior and ab- 
solutely no untoward situation arose. 
A mild antiseptic ointment was placed 
between the lids and the eye dressed. 
The patient remained in the hospital 
resting quietly for a few hours and 
then returned to the home of her 
friend. 

The following morning she appeared 
at my office for dressing with the state- 
ment that she had suffered all night 
with severe pain of a burning char- 
acter in the region of the operated eye. 
Upon removing the dressing both lids 
were found to be intensely swollen and 
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red. The swelling extended toward 
the temple and there was tenderness 
of the preauricular gland. A very smal! 
amount of yellow secretion appeared 
on the lid margins. Upon separat- 
ing the lids this extraordinary picture 
presented itself: The cornea was clear 
and bright but the region of the op- 
erative wound was transformed into an 
area of coniunctival slough 4 to 5 mm. 
wide, starting at the inner limbus and 
extending below the cornea almost half 
way around the eyeball. This slough 
was separated from the cornea by an 
area of conjunctiva 2 or 3 mm..-in 
width, hyperemic but otherwise nor- 
mal. The appearance of the phlegmon 
was in color much like that of a 
pharynx the third or fourth day after 
enucleation of a tonsil. (See Plate XI, 
Fig. 1.) 

The sloughing area was cauterized 
with a 10% silver nitrat solution. The 
patient was immediately returned to 
the hospital and given continuous spec- 
ial nursing. The eye was irrigated 
hourly with a 1/10,000 bichlorid so- 
lution alternating with normal saline, 
followed by the instillation of 20% ar- 
gyrol. Hot packs were applied to the 
lids and adjacent region and changed 
with frequency. Despite this and other 
vigorous treatment suggested by con- 
sultants, the condition advanced rapid- 
ly. The leucocyte count was 23,000, 
showing 91% polymorphonuclears. 

The next day the phlegmon encom- 
passed nearly two-thirds of the cornea 
while remaining about the same dis- 
tance from it. (Fig. 2). In another 
twenty-four hours the limbus was entire- 
ly encircled altho the cornea itself re- 
mained unattacked. (Fig. 3). 

In another forty-eight hours, how- 
ever, accompanying a marked con- 
gestion of the narrow strip of con- 
junctiva lying between the phlegmon 
and the limbus, an annular corneal ul- 
ceration appeared, which, despite every 
attempt to delimit it, spread rapidly, 
covered superficially the entire surface 
and soon eroded the substantia cor- 
neae. 

With the onset of the corneal ulcer 
there developed an iridocyclitis, and 


soon, with a lens lying in the anterior 
chamber it was only too evident that 
the fight was lost, and the eye was enu- 
cleated 22 days after the pterygium op- 
eration. Careful search failed to re- 
veal any orbital pus pockets. 

The enucleated eye presented the 
following appearance: the cornea was 
entirely gone, the eye was shrunken 
and exceedingly soft. The sclera was 
greatly thickened at the limbus and 
there was no conjunctival tissue for a 
distance of 5 or 6 mm. back of the lim- 
bus. The vitreous appeared clear. 

The day following enucleation the 
patient had severe attacks of vomiting 
with a pulse of 60 and a temperature 
of 99.6° to 100.6°. The lids and orbi- 
tal tissue were intensely swollen and 
there was much purulent discharge 
from the orbit. There was no head- 
ache, pupillary disturbance or other 
symptom suggesting meningeal in- 
volvement. 

The next day nausea and vomiting 
were less and by the third day had dis- 
appeared. The reaction of the orbital 
tissues was still tremendous and pus 
flowed in abundance from between the 
lids, gradually subsiding as the days 
went by. 

A thoro systemic examination of 
the patient by a competent internist 
had been entirely negative. A Wasser- 
mann and urinalysis threw no light on 
the condition. The patient’s personal 
history and that of her husband were 
good. The sinuses were clear. Re- 
peated smears of the rather scanty 
purulent discharge from the sloughing 
area, examined at two different labora- 
tories, showed no gonococcus and no 
pneumococcus. There was invariably 
present, however, a streptococcus and 
a staphylococcus, neither one abun- 
dant. 

The following is the report of the 
pathologist: “A rabbit was injected in- 
travenously with a mixed culture from 
broth from aerobic and anaerobic 
tubes. It was also injected intraven- 
ously with pus from the patient’s eye 
with no results. The rabbit was ob- 
served for several weeks and posted. 
There were no joint lesions, no kid- 
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ney lesions and no endocarditis. A 
guinea pig was injected intraperitone- 
ally on January 27, 1921, with pus from 
the patient’s eye and on February 10, 
injected intraperitoneally with a mixed 
culture without results. It was ob- 
served for six weeks and posted. No 
gross or microscopic pathologic lesions 
were found.” 

Smears from the unaffected eye and 
from the nose failed to give these or- 
ganisms. 

With the hope of reproducing this 
condition experimentally my associate, 
Dr. Ira E. Gaston, made a conjuncti- 
val wound of the eye of a guinea pig, 
rubbing in the same mixed culture. In 
the other eye in a similar wound he in- 
serted sutures of the same nature as 
those used in the patient’s eye with 
view to the possibility of finding that 
the silk was at fault. 

Neither eye showed more than the 
slightest reaction. 

The origin of this infection is still 
unsolved. Careful analysis of every 


step of the operating room procedure 
throws no light upon the problem. Im- 
mediately following this implantation 
and with exactly the same operating 
room technic, my associate and I did 
a corneo-scleral trephining. This pa- 
tient showed absolutely no reaction 
and made a prompt recovery. 

A study of the diet of the patient 
preceding the time of operation has 
been made, having in mind the possi- 
bility of absence of necessary food ele- 
ments. These findings are negative. 

The original area of slough suggest- 
ed in appearance a trophic disturbance 
such as might follow the tying off of 
an artery or nerve supplying the re- 
gion, were this conceivable. 

One is forced to the conclusion that 
the unfortunate sequence resulted 
from (1) the implantation of ordinary 
pus bacteria of probably slight viru- 
lence and with low pathogenicity for 
animals, (2) traumatized ocular tis- 
sues of unusually low resistance. 


| 

| 
or 
at 
u- 
p- 
he 
as 
as 
id 
a 
n- 
ne 
Ig 
re 
id 
xe 
d- 
er 
| 
1g 
S- 
al | 
1S 
ys | 
of | 
st 
r- 
al 
y | 
ig | 
| 
y 
| 
1- 
| 
| 
n 
ic 
l- 
e 
)- 
1. 


GUNSHOT WOUNDS OF BRAIN WITH VISUAL FIELD DEFECTS. 
G. E. Bettows, M.D. 


KANSAS CITY, MO. 


Three cases of the kind are here reported with discussion of the localization of such 


lesions. 


It has long been known that the vis- 
ual cortex, that portion of the cerebral 
cortex subserving the retinal function, 
is in the posterior portion of the occi- 
pital lobe, but it is only comparatively 
recently that it has been accurately de- 
limited. 

It is now definitely known to be re- 
stricted to the region of the calcarine 


Read before the Colorado Congress, July 29, 1921 


lin with the French, and Axenfeld and 
Uhthoff with the German armies; and 
these seem to have put our knowledge 
of localization within the visual cor- 
tex on a fairly firm basis. 

To determine what structures have 
been injured, the landmarks and pro- 
cedure suggested by Holmes and Lis- 
ter ™ be followed. 


Fig. 1—Median section of brain, showing a calcarine fissure and visual cortex of the occipital lobe. 


fissure on the mesial surface, extend- 
ing back to the tip of the lobe and 
probably a little onto the lateral sur- 
face. (Fig. 1). It corresponds accurate- 
ly with the socalled “area striata” or 
region of Gennari’s line, in which area 
the cortex differs histologically from 
the rest of the cerebral cortex. There 
has still been, however, some disagree- 
ment among investigators as to the lo- 
cation withih this area of points cor- 
responding to certain points in the re- 
tina. 

During the world war a large num- 
ber of cases of defect of the visual field 
resulting from gunshot wound of the 
brain came under observation, and 
many cases have been reported. 

There is a substantial agreement in 
conclusion drawn by Holmes and Lis- 
ter, with the British, Marie and Chate- 


884 


In a brain of average size the pos- 
terior end of the calcarine fissure is 
about 2% cm. above the inion, or pos- 
terior occipital protuberance, and ex- 
tends forward horizontally about 6 cm. 
(Figs. 2 and 3). The visual cortex 
surrounding the fissure thus forms 
roughly a cylinder around this line as 
an axis. 

The structures involved in gunshot 
injuries are determined by careful 
measurement of the wounds of en- 
trance and exit, (in traversing wounds 
the path of the projectile is a straight 
line), by radiograms of missiles lodg- 
ed in the brain, and by radiograms of 
depressed fractures in gutter wounds. 
In cases seen early, it may be difficult 
to distinguish the results of direct 
traumatism from symptoms due to 
concussion, hemorrhage, or edema, 
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more wide spread, but many of these 
cases were followed for months, and 
examined after all transient symptoms 


had disappeared. 


ula and that this relationship is main- 
tained for a considerable distance for- 
ward along the optic radiations. 

I wish to report three cases of gun- 


Fig. 2.—Diagram of mesial surface of cerebrum. Calcarine fissure and visual cortex opposite 1 and 2, 


The conclusions drawn by Holmes 
and Lister (Brain, v. 39, June, 1916) 
which are in general agreement with 
those of a majority of writers, are: 

1. That the upper and lower borders 
of the calcarine fissure correspond to 


shot wound of the brain with visual 
field defects which came under my ob- 
servation in the U. S. A. Base Hospi- 
tal at Ft. Riley, Kansas, and in which 
the same method of study leads to 
similar conclusions. 


Fig. 3.—Horizontal section of cerebral hemispheres, showing optic radiations. 


the upper and lower halves of the same 
side of the retina. 

2. That the macula is represented in 
the extreme posterior tip of the area, 
perhaps extending a little onto the lat- 
eral surface. 

3. That the visual cortex, from be- 
fore backwards, represents the retina 
from the periphery inwards to the mac- 


CasE l. F. B., Pvt., 24 years, seen 
first July 7th, 1919. On Nov. Ist, 1918, 
while serving a M. G. on the Argonne 
front, was struck in the right occipito- 
parietal region by a fragment of H. E. 
shell. Did not become unconscious for 
about 3/4 hour. Helped dress the 
wounds of his companions and then 
fainted. Was unconscious about 3 
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days. Was operated upon at Mobile 
Hospital No. 44 on day of injury and 
portion of skull removed. Remained 
in Mobile Hospital 16 days and was 
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more than 4 months time that elapsed 
between the injury and the relief from 
suppuration. 

The abscess, limited by the mem- 


Fig. 4. 


then evacuated to the rear and home, 
reaching General Hospital No. 11 at 
Cape May, March 7th, 1919. The 
wound had not then healed and he had 
a hernia cerebri. He was operated on 
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branes, did not pass beyond the med- 
ian line. 
I saw this patient on Dec. 19th, 1919 
and the condition was unchanged. 
CasE 2. V. H. Cpl. 27 years, first 


\ 


Fig. 5.—Fields of vision of Case 1, showing homonymous hemianopsia complete except around the 


fixation point. 


again April 10, 1919, and 3 small pieces 
of bone removed with the escape of 
considerable pus. (Fig. 4). 

Prompt recovery followed with V. 
O. U. 20/15 and there is no impairment 
of motion or sensation. 

This patient, as shown by his chart, 
had a left hemianopia, complete ex- 
cept for about five degrees around the 
macula. (Fig. 5) Doubtless the entire 
right visual area was absorbed in the 


Diagram in middle indicates position of wound as seen from behind. 


seen Feb. 12th, 1919. On Oct. 12th, 
1918 in the Argonne Forest, the soldier 
was struck in the right temple by a 
fragment of H. E. shell. He was un- 
conscious for about 48 hours, and 
dazed for several days later. 

Was sent to a base hospital where 
he was trephined over the rig 1t oc- 
ciput and a quantity of pus drained 
from a cerebral abscess. Recovery was 
reasonably prompt but the soldier 
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could not see objects in the left field 
and could get about better at night 
than in day time. Could not read at 
all while in France but can read a 
litrle now. 


About 1 1/2 disc diameters below disc 


is a group of pigmented patches in the 


retina, probably hemorrhagic. 
The left disc is pale especially the 


temporal half. He was told in France 


Fig. 6.—Radiogram of Case 2. Light area above shows point of entrance. Light area near occiput shows 
trephine opening and fragment of metal lying in the wound. 


There is a scar 1/2 inch in diameter 
one inch above the middle of a line 
drawn from the outer angle of the right 
orbit to the auditory meatus. 

The radiogram shows a cranial de- 


that he had choked disc. This patient 
had a moderate general contraction of 
the fields and a marked quadrant de- 
fect—upper left. (Fig 7). The quad- 
rant defect corresponds to the site of 


Fig. 7.—Fields of vision, Case 2. Upper left quadrant defect corresponds to cerebral abscess. Diagram in 
middle shows site of abscess as seen from behind. 


fect at point of entrance, with small 
particles of bone and metal in the 
brain, a defect at the trephine open- 
ing in the right occiput, and a frag- 
ment of shell about one-half by one- 
half, by one-fourth inches, in left oc- 
cipital lobe of brain. (Fig. 6). 

V. O. U. 20/30, pupillary reactions 
all normal, refractive media clear. 

Right disc paler than normal re- 
sembling beginning simple atrophy. 


the cerebral abscess, on the right side 
below the level of the calcarine fissure, 
and the peripheral defect can be as- 
cribed to damage to the anterior por- 
tion of the visual cortex or optic ra- 
diations during the passage of the shell 
fragment from the right temporal to 
the left occipital region. Hemorrhage 
into the retina was probably due to 
concussion, and the choked disc to the 
cerebral abscess. 
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Case 3. J. G. Cpl. 20 years, first seen 
Jan. 13th, 1919. On Sept. 29th, 1918, 
on the Verdun front, the soldier was 
wounded by a machine gun bullet 
which entered the left parieto-occipital 
region, 1 1/2 inches above and behind 
the auditory meatus and came out at 
the same location on the right side. 
The bone was considerably shattered. 
He was unconscious six days during 
which time he was operated on and 
several pieces of bone removed. 


G. E. BELLOWS 


tex is supplied in the main by the ‘pos- 
terior cerebral artery, but that the mac- 
ular region lies in the dividing line be- 
tween the areas of the posterior and 
middle cerebral arteries. Necrosis or 
occlusion of the posterior cerebral ar- 
tery would cause hemianopias; but if 
the middle cerebral were not affected, 
the posterior tip and the macular field 
would naturally escape. 

2. Defects of the lower field from 
gunshot wound are much more com- 
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Fig. 8.—Fields of visicn of Case 3. Diagram in middle, cross shows point of entrance of bullet, which cut 
optic radiations causing impairment of peripheral field. 


I have not been able to obtain the 
radiogram in this case, but if we as- 
sume from the measurements given, 
that the projectile in traversing the 
brain injured the anterior portion of 
the visual cortex and the neighboring 
optic radiations, we should expect a de- 
fect in the peripheral field, and that is 
what is shown by the chart. (Fig. 8.) 

The chief annoyance in this case is 
from the defect in the lower field which 
materially impairs the patient’s walk- 
ing and running. 

These charts were all made on a 
McHardy perimeter, using a 10 mm. 
disc on a bright day. 

Two or three interesting points may 
be noted in conclusion. 

1. The frequent escape of the macu- 
lar region in hemianopias due to dis- 
ease of the occipital cortex, for a long 
time a puzzle to ophthalmologists and 
neurologists, is readily understood 
when we consider that the visual cor- 


mon than those of the upper field,— 
This is plainly due to the fact that the 
lower portion of the visual cortex 1s 
in close proximity to the cerebellum 
and great sinuses, and wounds of this 
region are much more likely to be fatal 
—the upper quadrant defect in case 2 
of this series was due to abscess form- 
ation and not to direct traumatism. 

3. One thing which I only recently 
noticed, and I do not remember to have 
seen it mentioned elsewhere, is that in 
all these charts, the two fields are quite 
symmetric, but where there is any 
difference, the left is smaller. 

It is my custom as a matter of rou- 
tine to examine the right field first, and 
I believe the element of fatigue was 
the cause of the less prompt recogni- 
tion of the moving object by the left 
eye. If the right and left eyes had 
been examined on separate days, I be- 
lieve the fields woul! have been more 
nearly the same. 
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PERIPHERAL IRIDOTOMY (CURRAN) IN THE TREATMENT OF 
GLAUCOMA. 


Harotp Girrorp, M.D., F.A.C.S. 


OMAHA, NEBRASKA 


An experience with this operation including thirty eyes forms the basis of this paper. 
The technic is described with modifications based on such experience. The theoretic basis 
for such an operation is discussed, with objections that may be urged to the theory. The 
paper was read at the Colorado Congress July 29, 1921, but a note embodying subsequent 


observations is added. 


In the Archives of Ophthalmology, 
March, 1920, p. 131, and again in the 
Transactions of the Ophthalmic Sec- 
tion of the American Medical Associa- 
tion (1920 p. 75), E. J. Curran of Kan- 
sas City, presented a theory of cer- 
tain forms of glaucoma, with a method 
of treatment, which in the opinion of 
the present writer constitutes one of 
the most important contributions to 
the subject since the time of von 
Graefe. His theory, in brief, is that in 
the majority of cases of quiet chronic 
glaucoma, and perhaps in acute cases 
also, the immediate cause of the in- 
crease of tension is an interference with 
the flow from the posterior to the an- 
terior chamber, produced by a too close 
application of the lens to the posterior 
surface of the iris. He backs up his be- 
lief with approximately 94% of cures in 
49 eyes, treated by producing a small 
hole in the root of the iris either by 
a peripheral iridectomy or preferably, 
and in the majority of cases, by a peri- 
pheral iridotomy. 

In spite of the fact that the opera- 
tion seems so simple (or perhaps on ac- 
count of this) and the results so sur- 
prisingly good, the papers have hither- 
to met with practically no recognition; 
and this, in the present writer’s opinion 
is largely due to the theoretic difficul- 
ties which at once arise in the mind, in 
attempting to reconcile Curran’s the- 
ories and facts with what we have pre- 
viously known or believed about glau- 
eoma. These theoretic objections, 
which Curran does not take the trouble 
to explain away, seem so important, 
that in spite of the author’s evident 
sincerity, I am bound to say that at 
first I took no particular stock in his 
procedure; and I find that this is the 
mental attitude of every one with 


whom I have talked about it. It was 
only after seeing, in his clinic, the im- 
mediate and wonderful effects which 
Curran produced by simply cutting a 
little hole in the iris-root, that I be- 
came convinced of its importance. 

Since November 15th, 1920, my col- 
league, Dr. Jas. M. Patton, and I have 
operated on 30 eyes, in 23 patients, by 
the Curran method and the results 
have been so satisfactory that I feel 
like endorsing Curran’s claims without 
qualification. Twenty-two of these eyes 
were of the kind which Curran insists 
are the ones most certainly suited to 
the operation; that is, they were quiet, 
distinctly glaucomatous eyes, with ten- 
sion ranging from 32 to 70 (Schi6étz) in 
which the iris could be distinctly seen 
to be pushed forward to some extent 
by the lens. In 17 of these, an appar- 
ent cure was effected. That is, the ten- 
sion dropped to below 23 and remained 
there with sight and fields as good or 
better than before the operation. In 
4 of these the result was only moder- 
ate, the tension going down from 37, 
47, 32 and 40 respectively, to 27 in all 
four. In each of these four eyes the 
hole in the iris root was very small. 
Better technic would undoubtedly 
have given better results. In one of the 
22 the result in a practically blind eye 
was distinctly poor; tension dropping 
from 44 only to 35, the general con- 
dition. becoming poorer than at first, 
on account of severe hemorrhage into 
the anterior chamber. In 8 eyes in 
which the iris was not pushed forward 
at all, the results of the puncture were 
practically negative or transitory; in 
2 of these an Elliot trephining later 
produced a satisfactory result. 

The length of time which has elapsed 
since the successful operations were 
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done is, of course, not great; but in 
the majority, at least 3 months have 
elapsed without any tendency to a re- 
currence of increased tension. I have 
had no experience with peripheral ,iri- 
dotomy in acute glaucoma, but Curran 
has tried it with good results in several 
acute cases. 


OPERATIVE TECHNIC 


Curran’s description of the technic 
is literally as follows: “The knife 
[Knapp’s knife needle] was passed 
thru at the corneo-scleral junction. 
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pate any difficulty in performing the 
operation. Practically, however, I find 
that while therapeutic results are fairly 
uniform it is very difficult to obtain the 
same uniformity in the operative re- 
sults. It is by no means easy nor even 
possible in all cases, to cut thru the 
little bridge of iris picked up by the 
point of the knife; and I have had to 
be satisfied in a number of cases with 
two very small holes or even only one 
Luckily, however, in the great major- 
ity of cases a minute hole seems to do 
as well as a large one. But this is not 


Fig. 2. 


Curran’s operation of iridotomy. 


Fig. 1.- 


Knife needle entering anterior chamber at corneal margin. 


Fig. 2.—Knife needle after puncture and counterpuncture of iris. 
Fig. 3.—Hole in iris made by cutting out a fold on needle. 


[Fig. 1]. The iris was engaged by 
the point of the knife, which on fur- 
ther pushing formed a little ruck in 
the iris, rendering the easy performance 
of the counterpuncture. The _ knife 
was pushed still farther with pressure 
directed upward, so as to cut the iris 
transversely, making a hole about 1 
mm. in size. Sometimes it was neces- 
sary to almost make a counterpunc- 
ture in the cornea in order to sever 
the intervening piece of iris. At times 
it was found that the first puncture 
made a hole in the iris sufficiently large 
and the knife was withdrawn without 
a counterpuncture in the iris. In 
cases of long standing, in which there 
might be an occlusion of the canal of 
Schlemm, the knife was directed to- 
ward the ligamentum pectinatum of the 
opposite side so that some of these 
would be cut by the point of the knife 
with the hope that free drainage into 
the canal of Schlemm would thus take 
place.” 

From the brevity and simplicity of 
this description one would not antici- 


always the case. Where the hole is 
very small a second operation is more 
apt to be required; and was required 
in 5 of the successful cases; and even 
where the tension remains normal, 
with a small hole the operator feels 
less assurance about letting the patient 
pass from observation, than if the hole 
is one that can be easily seen. 

The reading of Curran’s case reports 
makes it clear that he has met some 
of these difficulties, and I consider it 
unfortunate that he has given them so 
little attention. I believe, therefore, 
that a page from my own experience 
may be of use to others. In the first 
place I could see no reason, from Cur- 
ran’s description, why the bridge of iris 
should be severed by cutting up, rather 
than down; and on asking Curran 
about this his only explanation was 
that he thought there was less danger 
of injuring the lens if the cut were 
made upward. This reason did not 
seem good to me, so I tried in my first 
two cases, to cut down; hut found that 
the iris was so elastic that the peri- 
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phery could be drawn clear down to 
the center without cutting thru the 
bridge. 

As I could not see how cutting up 
with a play of only 1 mm. could pos- 
sibly give a better chance of cutting 
the bridge, than cutting down with a 
play of several mm. my enthusiasm for 
the operation faded rapidly and might 
have disappeared entirely if it had not 
been for the suggestion of Dr. Pat- 
ton, who, after a special trip to Cur- 
ran’s clinic, returned convinced that, 
generally, where Curran got a complete 
division of the iris bridge, he did so 
by pressing the latter against the cor- 
neal tissue with the edge of the knife. 
After this we succeeded in making the 
proper union of the puncture and coun- 
terpuncture in aé_éetair- proportion 
of cases, but by no means always. In 
his description it may be noted that 
Curran speaks of being obliged almost 
to make a counterpuncture in the cor- 
nea in order to cut the bridge. It was 
in thus making a deep counterpunc- 
ture that I got the only bad result in 
my series, on account of the severe 
hemorrhage above described (See also 
p. 894. 

My impression now is that to be as 
sure as possible of an ideal result, one 
should have a Knapp knife needle (not 
a Ziegler), with a very sharp point and 
edge, with something of a belly and a 
blade not longer than 5 1/2 mm. If with 
this, after making the puncture and 
counterpuncture in the iris, one will 
press the blade upward firmly but very 
slowly against the cornea or sclero-cor- 
neal junction, the result is apt to be 
good. The needle should be introduced 
subconjunctivally and withdrawn 
slowly. 

FIXATION AND ANESTHESIA. I find that 
fixation by the superior rectus tendon 
(if the cut is to be upward) is better 
than a fixation at any other one point. 
The ideal fixation woulda be a double 
one, by a lateral rectus tendon for the 
puncture and by a vertical tendon for 
the vertical movement of the knife. The 
objection to using double fixation is 
that it demands more liberal use of the 
anesthetic; and economy in this direc- 


tion is of great importance, because the 
difficulty of the operation increases 
with the dilatation of the pupil.. To 
avoid this it is important to give a drop 
of 1/2% eserin every minute or so, 
five times before and during the pre- 
paration; and to limit the use of cocain 
to injecting 3-4 drops of 1% solution, 
5/16 to 1/2 inch away from the corneal 
margin. In addition to this we use a 
drop of 2% alypin solution (as sug- 
gested by my assistant Dr. Nora Fair- 
child) applied four times to the con- 
junctiva and cornea before the four 
minutes thru which the cocain injec- 
tion is allowed to act. Where alypin 
can not be obtained, its place is best 
taken by a single drop of 2% cocain 
followed by three drops of a 2% holo- 
cain solution. It is always well, as in a 
cataract operation, to have the patient 
come to the table with an empty stom- 
ach, so that a general anesthetic can 
be given if he prove to be unruly. A 
right handed operator naturally makes 
the hole in the left eye, above; on the 
right eye also, the hole can be made 
above, working across the nose bridge 
in most patients; but with a high 
bridge, unless the operator be thoroly 
ambidextrous, it is better for the right 
eye, to stand at the head and make 
the opening below. The reason for stand- 
ing below, when the iris is to be cut 
above, is that this enables the operator to 
see the point of the knife when it passes 
up under the limbus. When a second 
iridotomy must be made on an eye, it 
should be made at the side opposite to 
the first hole. When any considerable 
congestion follows the operation, hom- 
atropin or even atropin should be used 
cautiously to prevent adhesions. As 
Curran insists, it is very important to 
get the opening as far as possible to- 
ward the periphery so that it will not 
be closed by coming into contact with 
the surface of the lens. This was well 
shown in one of my cases in which at 
the first operation a perfectly good hole 
was made in the iris, but it was at 
least 1 1/2 mm. from the periphery; and 
altho it reduced the tension from 40 to 
27 the patient continued to have oc- 
casional spells of blurring such as she 
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had had before the operation. A sec- 
ond iridotomy made only a very min- 
ute hole in the iris, but it was well 
out in the periphery and the blurring 
has not recurred since it was made, and 
the tension has remained at about 22. 


THEORETIC OBJECTIONS 


The objections to Curran’s theory 
and practice which most readily come 
to mind are these. 

Ist. If glaucoma is dtie to resistance 
to the current from the posterior to the 
anterior chambers, offered by an ab- 
normal extent or firmness of contact 
between the iris and the lens, why does 
not iris bombé occur? 

2nd. How shall we account for the 
tension reducing action of myotics, 
which must increase the extent and 
firmness of the lens-iris contact? 

3rd. Why does not an iridectomy 
which, when the iris is torn loose at 
the root, gives the freest kind of com- 
munication between the chambers, pro- 
duce as good results as the iridotomy? 

In answer to 1, it may be said that 
we practically never see iris bombé ex- 
cept when the adhesions betwen the 
lens and iris are confined to a compara- 
tively small circle near the center. Where 
there are peripheral adhesions, there is 
not enough slack left to permit bulg- 
ing at the periphery. In chronic glau- 
coma, to be sure, there are no adhes- 
ions between the iris and the lens, but 
the latter is pushed forward by the in- 
creased pressure in the vitreous; and 
that the contact thus produced with 
the iris is firm enough to cause an 
overaccumulation behind the root of 
the latter, can be demonstrated to a 
certainty by the increased depth of the 
anterior chamber which can be seen to 
develop within half an hour, after a 
successful iridotomy with little or no 
loss of aqueous. 

With regard to the action of myotics, 
which decrease the tension while in- 
creasing the iris-lens contact; I do not 
believe that this can be explained on 
the supposition of a direct filtration of 
aqueous thru the iris root, as Curran 
has suggested in a verbal communica- 
tion. No sufficient proof has ever been 
offered that this takes place, and our 
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common experience with iris bombé 
argues strongly against it. It seems 
more rational to assume that while the 
myotic tends to raise the tension by 
increased iris-lens contact, this is more 
than overcome by its effect in freeing 
the entrance to Fontana’s spaces. 

The third objection is the most dif- 
ficult to meet. A well performed iri- 
dectomy certainly opens up a free com- 
munication between the chambers; and 
in the light of Curran’s work it seems 
probable that in the numerous cases 
in which it relieves tension without a 
filtering scar, this communication is 
what does the work. Why then, if 
Curran is right, is iridectomy so no- 
toriously inefficient in chronic cases? 
And why should a simple peripheral 
iridotomy or peripheral iridectomy be 
so strikingly superior in its effects? It 
seems to me the answer to this objec- 
tion is that while an iridectomy re- 
establishes the free communication be- 
tween the chambers, this communication 
is too free to produce an essential part of 
the effect of an iridotomy, namely, the 
pushing back of the iris-lens system 
into its proper position, thus freeing 
the entrance to the spaces of Fontana. 
After an ordinary iridectomy, the fluid 
passes without resistance from the pos- 
terior to the anterior chamber; but the 
opening is so free that there is no ten- 
dency for the iris to be pushed back. 
When, on the contrary, a peripheral 
iridotomy or iridectomy is done, leav- 
ing the sphincter and the main _ por- 
tion of the iris intact, the fluid which 
passes forward thru the peripheral hole 
pushes the iris back to a depih corres- 
ponding to ow, until equilibrium 
is establisheo 

Curran relates one case where after 
an unsuccessful ordinary iridectomy, 
he got a permanent reduction of ten- 
sion by an iridotomy at the opposite 
side. To explain such a result on Cur- 
ran’s theory, one has to suppose that 
the space between the iris periphery 
and the zonula is not always continu- 
ous all the way around; and that this 
may be so is indicated by the occa- 
sional case in which a partial iris 
bombé occurs. 
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It will be noted that the results of a 
peripheral iridotomy in glaucoma of- 
fer the most convincing proof of the 
incorrectness of Hamburger’s idea that 
there is, generally, a lack of communi- 
cation between the posterior and an- 
terior chambers, and that the passage 
of liquid forward from the posterior 
chamber if it occurs at all, is so insig- 
nificant as to be of no consequence. 

If this explanation is correct, it 
shows, together with the favorable ef- 
fects of miotics, that it is not merely 
the opening of the communication be- 
tween the chambers that produces the 
good results which follow iridotomy, 
but that the opening of Fontana’s 
spaces is also necessary for the best 


‘results. When a successful trephining 


has been done, the effect on the ten- 
sion may in part be due to this action 
of the peripheral iridectomy. But so 
many trephined eyes remain soft in 
spite of a continued shallow chamber, 
it is evident that, with good scleral 
drainage, the reposition of the iris (i.e., 
the pushing back of iris and lens) is 
not essential. 

Curran seeks to explain the pushing 
forward of the lens, in the majority of 
glaucoma cases, by the supposition that 
the aqueous secreted in the posterior 
chamber, meeting with the abnormal 
resistance to its passage into the an- 
terior chamber, forces its way thru the 
zonula into the vitreous and thus tends 
to push the lens forward. This sup- 
position appears to me to be erroneous. 
Since the normal flow is from the vitre- 
ous to the posterior chamber as I dem- 
onstrated in rabbits 30 years ago 
(Arch. of Oph. XXI, 179, 186), it 
seems much more likely that the first 
step in the process is the occurrence 
of rather sudden accesses of pressure 
in the vitreous, which push forward the 
lens, before the pressure can be equal- 
ized by passage of fluid thru the zonula. 
Then the resistance to passage thru the 
pupil offered by the increased iris-lens 
contact leads to the permanent in- 
crease of intraocular pressure. 


COM MENT. 


To grasp the force of the argument 
that lens-iris contact plays a large part 


PERIPHERAL IRIDOTOMY FOR GLAUCOMA 893 


in many cases of glaucoma, the reader 
should bear in mind the incontroverti- 
ble fact that where a patient with 
chronic glaucoma and a shallow cham- 
ber has a hole of about 1 mm. in di- 
ameter made in the periphery of the 
iris, with little or no loss of aqueous, 
the chamber can plainly be seen to be 
deeper in the course of half an hour; 
and the tension, while it may not fall, 
or may even be higher for a few hours 
or longer, almost invariably falls to 
normal in the course, of 24-48 hours. 
If, on the other hand, the chamber be 
not at all shallow before the operation, 
in quite a large proportion of cases the 
fall of tension either does not take 
place or it is not permanent. 

It will naturally take a good deal 
more time to determine how permanent 
the results of peripheral iridotomy will 
be; but even if they do not hold out as 
well as those obtained by the Lagrange 
or Elliot operations, there is no doubt 
in my mind that Curran is amply justi- 
fied in his claim that even if we could 
know that a case would eventually need 
a filtering operation, in some cases the 
iridotomy would be worth while to re- 
duce the danger of the more serious op- 
eration; and where the patient has good 
sight, but a field limit close to the center, 
I believe the trial of the iridotomy 
should be mandatory. The same is 
true where a strong tendency to ocular 
hemorrhage has been observed either 
as the result of operations or by the 
presence of hemorrhages in the retina. 
I have had one case in which one eye 
with retinal hemorrhage was lost from 
intraocular hemorrhage, setting in sev- 
eral days after a perfectly faultless 
trephining, where only the direst ne- 
cessity could compel me to open the 
other eye freely. In this case (and ina 
similar one of Dr. Patton’s), the peri- 
pheral iridotomy has held the tension 
nearly down to normal; and it should, 
I believe, be repeated indefinitely it 
necessary, rather than risk the danger 
of scleral drainage. 


The fact, demonstrated by Curran, 
that in many of these iridotomized eyes 
atropin can be used freely is another of 
the interesting things for which the 
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reader should consult his original pa- 
pers but which this paper can not take 
time to discuss. 


CONCLUSIONS. 


(1) The results of peripheral irido- 
tomy prove conclusively that in a large 
proportion of cases of chronic glau- 
coma; and probably of the acute form 
also, abnormal iris-lens contact plays 
an important part. 

(2) Nearly all, if not all cases of 
chronic glaucoma with shallowing of 
the anterior chamber, can be relieved 
for many months and probably indef- 
initely, by making one or two holes 
about 1 mm. in diameter close to the 
root of the iris. 

(3) The experience of Curran indi- 
cates that acute glaucoma, or exacer- 
bations of the chronic form, can also be 
cured by the same operation. 

(4) Where the chamber is deep, the 
effects of peripheral iridotomy are apt 
to be negative or not permanent. 

(5) Even if the results of the punc- 
ture prove to be not permanent, it is 
so simple that it can be repeated often, 
with very little strain or danger; and 
as a preparation for more serious op- 
erations it is sure to have a place. 

(6) If the favorable results of the 
operation prove to be permanent, peri- 
pheral iridotomy, or some modification 
acting on the same principle, is destined 
to displace ordinary iridectomy and the 
filtering operations from a large part 
of the field which they now occupy. 

(7) The peripheral iridotomy, as 
proposed by Curran, while very simple 
and satisfactory in many cases, is by 
no means easy, nor even possible nor 
safe to perform in all cases. The sub- 
stitution of some less simple but more 
reliable method of making a hole thru 
the iris periphery, may eventually turn 
out to be more practical. 

[Since the above was written and 
read, I have had a second bad result 
from a peripheral iridotomy or an at- 
tempt at it. The patient, a woman with 
only one eye, seemed to be an ideal 
subject for the operation; but the coun- 
terpuncture in the iris could not be 
made without pushing the knife rather 


deeply into the tissues at the angle of 
the chamber. A_ sharp hemorrhage 
into the chamber followed, with quite 
a severe congestive reaction. The ten- 
sion was reduced from 32 to 25, but 
the pupil became adherent and the 
sight was much reduced. In this case 
the bridge of iris was not cut thru. I 
think it probable that the sight will 
improve considerably. But the case is a 
sharp reminder that it is not safe to say 
that the operation can do no harm. It also 
emphasizes the question whether some 
other method of making a hole in the 
iris root, less apparently simple, but 
capable of greater uniformity in re- 
sults, may not with advantage be sub- 
stituted for Curran’s iridotomy. 
Where everything goes according to 
schedule, this operation is the simplest 
and most satisfactory thing imagin- 
able; the knife transfixes the fold of 
iris and on cutting up and a little for- 
ward against the cornea, a nice hole is 
made; but in other cases, for no ap- 
parent reason, the same knife needle 
will puncture the iris but will fail to 
make a counterpuncture; either en- 
tirely, or until the point is pushed so 
far up and across that one cannot see 
just what it is doing. My two bad re- 
sults have occurred when, in cases of 
this sort, I have attempted to be sure 
of cutting thru. Unless Dr. Curran has 
some new light to cast, I feel like ad- 
vising that where the counterpuncture 
in the iris is not readily and evidently 
made, it is best to give up the attempt 
to make it and to cut slowly and not 
deeply against the cornea after the sim- 
ple puncture of the iris. Whether this 
procedure will prove to be safe and ef- 
ficient remains to be seen. If not, it 
may well be that a puncture, counter- 
puncture and complete section of iris 
periphery and limbus with a very nar- 
row cataract knife; or a return to the 
peripheral iridectomy which Curran 
tried in his earlier cases, will in the 
long run be better suited for general 
practice. The more I see of the opera- 
tion, the more I am convinced that a 
knife with a very sharp point and edge 
is the most important factor in its suc- 
cessful performance. 


| 
| 
| 
| 
| 


THE PRESENT STATUS OF KERATOPLASTY. 
Harry S. Grape, M.D. 


CHICAGO, ILLINOIS. 


The different operations proposed for keratoplasty are here grouped into four types. 
These are described and a summary given of their results. A case is reported in which the 
suggestion of Kraupa of rotation of a trephined flap was used. A bibliography is appended. 
Read before the Wisconsin Surgical Association, May, 1921. 


The removal of opaque or translu- 
cent corneal tissue, with its consequent 
impairment of vision and the substitu- 
tion therefor of clear corneal tissue, 
has been attempted from time im- 
memorial by ophthalmic operators, 
each with slight variations in technic. 
A detailed account of these various at- 
tempts, both clinical and experimental, 
would be most tiresome; and for a com- 


Fig. 1—Von Hippel lamellar type of keratoplasty, 
showing position of implant seen in section and 
from the front. 


plete bibliography of the subject, the 
reader is referred to Czermak, Elsch- 
nig and Wiener for communications up 
to 1909, and to Ascher and Walker for 
subsequent articles. 

Of the different forms of operative 
technic, four types have yielded the 
highest percentage of good results: 

I. The first type of operation was 
proposed by von Hippel in 1888, and 
up to as late as 1910 was the only kera- 
toplasty that had yielded a permanen 
satisfactory result, altho a slight mod- 
ification by Mihlbauer was equally 
successful. Von Hippel trephined an 
area of the opaque cornea some three 
to four millimeters in diameter to a 
depth of about half the thickness of 
the cornea. For this, he used the von 
Hippel trephine with a guard to pre- 
vent perforation. The disc, thus out- 
lined, was then dissected out as 
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smoothly as possible. To fill in the 
denuded area, a disc of equal size was 
trephined from an animal’s eye (dog 
or rabbit) or from a human eye that 
was to be sacrificed for some other 
reason. But the disc, to be implanted, 
embraced the entire thickness of the 
cornea. It was laid in place in the de- 
nuded area, care being taken to see that 


Fig. 2.—Von Hippel complete disc type of kerato- 
plasty, replacing whole thickness of cornea. 


the epithelial side was uppermost. The 
lid was gently lifted into position and 
the eye filled with some sterile oint- 
ment and bandaged. Suturing the disc 
in place was distinctly contraindicated. 
A few satisfactory results were report- 
ed. But these were the exception 
rather than the rule, to a procedure 
that was tried very extensively, and 
eventually this method gave way to 
the second type. 

II. The complete disc keratoplasty 
was also conceived by von Hippel and, 
to a great extent, has superseded the 
earlier operation. With the same 
trephine, a disc of, thru and thru corneal 
tissue is cut from the receiving eye, the 
guard being used merely to prevent too 
rapid a perforation with subsequent 
possible damage to the iris or lens. Ab- 
solute fixation of the eye ball is neces- 
sary, and the Elschnig bridle suture 
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thru the tendon of the superior rectus 
has proven useful for this purpose. If 
the iris is adherent to the posterior sur- 
face of the cornea, it must be dissected 
free. An identical disc is cut from the 
donating eye and gently laid into the 
aperture prepared for it. Here, too, 
great care must be exercised in pre- 
venting an inversion of the disc. No 
sutures are necessary, as the disc be- 
comes fixed in place in a very few min- 
utes by a plastic exudate. The eye is 
filled with a sterile ointment and the 


/ 
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Fig. 3.—Loehlein ribbon lamellar type of kerato- 
plasty. Stitches placed at each end of ribbon. 


lids lifted gently into place. A firm 
binocular bandage is applied and al- 
lowed to remain for 48 hours, and then 
renewed every other day for two 
weeks. During this time, it is essen- 
tial that the patient remain quietly in 
bed. It is of course unnecessary to 
add that absolute sterility of the con- 
junctival sacs of both donor and re- 
ceptor must be assured by repeated 
cultures. The donor may be an animal, 
but better results follow the use of a 
homogeneous implant. 

The earlier results of this method 
were not perfectly satisfactory, but 
perfection of the technic by Elschnig 
has improved the ultimate outcome. 
This author has recently reported fifty- 
four cases operated, with absolutely 
clear implants in seven cases. Nearly 
all of these cases were observed for up- 
ward of twelve months and some as 
high as six years. No other method 
has ever yielded results at all compar- 
able with these, either in percentage of 
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increased vision or in length of time 
that the implant has remained clear. 
In eleven cases, the implanted disc 
sloughed out within a few weeks, and 
the aperture was filled in with scar tis- 
sue so that the patients were but little 
worse off than before operation. In the 
remainder of the cases, the implant be- 
came cloudy and the final vision 
showed no improvement. One eye was 
lost by panophthalmitis, and in several 
cases there was either a slight vitreous 
loss or a small iris prolapse that re- 
quired excision. Blood matching of the 
donor and receptor did not increase the 
percentage of good results,-nor did the 
original condition of either eye seem 
to have any marked influence upon the 
progress. In one case of a man of 29 
years, the cornea was opaque from 
scars following a severe interstitial 
keratitis, and the vision of that eye cor- 
rected was but 2/60. A complete disc 
keratoplasty was performed. Nearly 
two years later, the disc was perfectly 
transparent and the corrected vision 
was 6/6 full. 

III. In 1909, Lohlein published a 
partial keratoplasty, the technic ot 
which he had perfected upon rabbits 
and which is a typical operation of the 
third class. A vertical ribbon, some 
three to four millimeters wide, is ex- 
cised from the center of the cornea by 
means of a knife with two parallel rigid 
blades that distance apart. The depth 
of this strip is about half the thickness 
of the cornea; and at each end,‘a con- 
junctival flap in the form of a faa re- 
mains attached. One of the conjunctival 
flaps is raised with a blunt forceps and 
the cornea gently dissected free. A 
similar ribbon of cornea and adherent 
conjunctiva has been prepared from 
the eye of the donor and is immediately 
laid in the place of the excised corneal 
strip. Three sutures in each conjunc- 
tival fan serve to fix the graft in place 
and maintain it there until nutrition is 
established. A few favorable results 
have been reported, but far less than 
from operations of the second type. 
Of course, this type of operation is 
suitable only for superficial scars and 
here as well as in the other operations, 
absolute sterility of the tissues in- 
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volved must be assured by repeated 
cultures. 

IV. The fourth successful type is 
represented by Wiener’s denuding op- 
eration and is limited in its application 
to very superficial scars. An area, one 
third larger than the area of scar tis- 
sue, is outlined with a very sharp knife 
to a depth of about one half of the 
thickness of the cornea. One corner of 
this area is raised and grasped with 
forceps; and, with a fine pointed knife, 
the epithelium and superficial corneal 
tissue is peeled off, much as the skin 
of an onion is peeled off. A great deal 
of the success of the operation consists 
in remaining in the same _ corneal 
stratum thruout the peeling-process ; 
and this is accomplished by blunt dis- 
section along the white line that ap- 
pears at the junction of the cornea that 
is already free with the cornea still in 
place. After the tissue has been re- 
moved, the eye is filled with sterile 
ointment and bandaged, and regenera- 
tion of the denuded area allowed to 
take place. If nutrition has not been 
too badly interfered with, the regen- 


erating cornea should remain trans- . 


parent. 

Of course, innumerable other types 
of operation have been attempted, and 
individual successes have been report- 
ed by many of the originators of the 
technic. But no one of these various 
types have proven efficacious in the 
hands of other operators. Among these 
may be mentioned the total kerato- 
plasty suggested by Burke but a few 
months ago, altho the same operation 
was described by Wagenmann as long 
ago as 1888. Walker proposed a mod- 
ification of Léhlein’s lamellar opera- 
tion, altho this same type was aban- 
doned by Elschnig, following several 
disquieting failures. Even more radi- 
cal than all was Szimanowski, who 
proposed a transplantation of the en- 
tire cornea with adherent sclera and 
conjunctiva and in case of necessity, 
the entire iris. 


CAUSES OF FAILURE. 

The lack of success in any kerato- 
plasty is due to: 1, suppuration; 2, fail- 
ure of the implant to adhere, or 3, sub- 
sequent opacity of the implant. 
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In nearly all cases, suppuration may 
be avoided by scrupulous technic. As 
the operation is never an emergency 
operation, sterility of the conjunctival 
sac, with associated sterility of the 
cornea, may be assured by repeated 
cultures following the methods laid 
down by Elschnig and Ulbrich. In this 
connection, emphasis should be laid 
upon the unreliability of smears from 
the conjunctival sac where the or- 
ganisms may be but few. A smear is 
usually made with a platinum loop 


Fig. 4.—Wiener denuding type of _ keratoplasty 
shown from the front and in section. 


which can gather merely the organisms 
on the surface with which it comes into 
contact, whereas a proper culture is 
made by flooding the conjunctival sac 
with fluid culture media, which is then 
taken up with a pipette and introduced 
into the culture tube. This method 
gathers the organisms that are lurking 
in the retrotarsal folds and shows the 
presence of organisms in about double 
the number of cases that a smear alone 
does. Under no circumstances should 
a keratoplasty be attempted until the 
conjunctival sac of the receptor at 
least, and preferably the donor as well, 
is assured free from contamination. 
Failure of the implant to adhere 
dooms the ultimate success of the op- 
eration in a small number of cases, pos- 
sibly 15%. The cause of such failure 
is not known, nor can it be foretold in 
advance. Ascher and Elschnig con- 
ducted an extensive series of experi- 
ments to determine whether a sero- 
logic cause could be found, but were 
not successful. Blood matching of 
donor and receptor gave no basis for 
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prognosis. An analysis of the causes 
of the corneal opacities removed, yield- 
ed nothing. Preservation of the graft 
to be implanted for minutes, hours, 
days, and even months (Magitot kept 
one graft for four months before utiliz- 
ing it) seemed to have no influence 
upon the course of the case. All that 
can be said is that in a certain number 
of cases of all types of keratoplasty, 
the graft sloughs out, or rather fails to 
adhere, and is removed by the passage 
of the lids. This leaves an open area 
that slowly fills in with scar tissue, im- 
permeable to useful light rays; and the 
patient is but little worse off than be- 
fore the keratoplasty was attempted. 
The implant may become opaque 
within twenty-four hours after the op- 
eration. This is due to swelling of the 
corneal stroma from the presence of 
aqueous that has gained admission to 
the implant by damage of the endotheli- 
um or by rough treatment of the im- 
plant itself, such as crushing with for- 
ceps, etc. If the trauma has not been 
too severe, such opacity clears to a cer- 
tain extent and does not vitiate the 
value of the graft entirely. Secondly, 
the implant may become opaque within 
several days following the operation, 
due to the ingrowth of new vessels 
from the edges. Such new vessels are 
apt to be very fine and numerous and 
are surrounded by a definite zone of 
opaque tissue. Such opacity seldom 
disappears, but usually it is not so 
dense as to eliminate qualitative vision 
entirely, altho there is a marked reduc- 
tion. The third type of opacity ap- 
pears several weeks after operation and 
is permanent. It is probably due to 
failure of nutrition of the graft, owing 
to a walling off process that occurs in 
the cornea adjacent to the operated 
area. No serologic cause has ever 
been found for that process. Finally a 
fourth type of opacity may appear, 
years after the operation has been 
called a success. This is frequently in 
conjunction with an increased intra- 
ocular tension and usually results in 
the complete loss of qualitative vision. 
In 1914, Kraupa made a purely theo- 
retic suggestion for partial kerato- 
plasty ; but as far as can be ascertained, 
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the operation was never performed. 
This operation was suggested for a su- 
perficial opacity, lying in the pupillary 
area of the cornea, the periphery of the 
cornea being clear. It was suggested 
that with a large von Hippel trephine, 
an area of the cornea be outlined, ex- 
centric to the pupillary area of the 
cornea. This would bring the opacity near 
the periphery of the outlined disc, which 
was to be dissected free and rotated upon 
its own axis, so that the opacity would 
eventually lie without the pupillary 
area of the cornea and the former site 
of the opacity would be covered by the 
opposite periphery of the disc, contain- 
ing clear cornea. The idea appeared so 
ingenious that I attempted the opera- 
tion in the following case: 

Mrs. G.S. Age 50. When first seen 
in 1918, corneal opacities were found 
which were supposed to have been 
present some four or five years. The 
right pupil was 2 mm. and the left 4 
mm. and both immobile. She was re- 
ceiving antispecific treatment at the 
time. Vision then, right 6/60 and left 
6/22. This examination and_ record 
were made by the late Dr. M. Frank. 

In October, 1919, each cornea showed 
a rather dense superficial opacity over 
the pupillary area, the right somewhat 
deeper than the left, but the left more 
extensive than the right. The right 
pupil was 2 mm. and the left 4 mm., 
both round and even, but immobile. 
The view of the fundi was impaired, 
but no pathology could be seen in the 
back-ground. The tension was _ nor- 
mal. Wasserman was + +. Right vi- 
sion was 0.2 ? and the left vision 0.3. 
The right vision could not be improved 
with glasses; the left was improved 
with a minus sphere and cylinder to 
0.4. Under local anesthesia, a 6 mm. 
disc of the right cornea was outlined 
with the von Hippel trephine, excen- 
tric to the pupillary area of the cor- 
nea. It extended thru about one-third 
of the thickness of the- entire cornea. 
With a spatula and a keratone, the disc 
was dissected free and rotated upon its 
own axis without being lifted from the 
corneal bed. After determining that 
the margins were in place the eye w: 


PRESENT STATUS 


filled with yellow oxid ointment and 
tightly bandaged. 

Eleven days later, the eye was com- 
pletely free from signs of irritation and 
the disc was well healed in place. The 
outlines were clearly visible. The new 
pupillary area of the cornea was fairly 
clear but not entirely so, as there was 
some deeper opacity that had not been 
included in the disc. 

Five months later, the entire disc was 
slightly hazy, but distinctly clearer 
than the original opacity. The outlines 
of the incision were still visible as a 
faint grey ring well under Bowman’s 
membrane. The corrected vision was 
now 0.3 full. 

One year and five months after the 
operation, the eye was pale and not 
irritable. With the naked eye, the lo- 
cation of the disc could be barely de- 
termined by the faint haziness of that 
portion of the cornea, but the outlines 
were no longer visible. The central 
opacity that lay below the disc was un- 
changed. Under the slit lamp, the opa- 
city of the disc was found to lie im- 
mediately below Bowman’s mem- 
brane and consisted of a diffuse lattice- 
like opacity or rather haziness of the 
corneal fibres. No new vessels could 
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be seen. The outlines of the disc could 
be determined indefinitely, but there 
was no sharp line of demarcation. The 
remainder of the cornea was normal. 
The pupil was contracted to one and a 
half millimeters and was rigid, preclud- 
ing a clear view of the fundus. The 
corrected vision of the eye was 0.2 full. 
The left eye was unchanged except 
that the corrected vision had fallen to 
0.3 full. 

Theoretically, this operation must be 
considered as at least a partial success. 
The corneal transplant remained suffi- 
ciently clear to permit of qualitative vi- 
sion, which is the point desired 
of such an operation. Unfortunately, 
not enough corneal depth was included 
in the trephined disc to embrace the 
total opacity, an error which can be 
eliminated in future operations by a 
proper depth estimation of the opacity 
by aid of the slit lamp. The failure 
to improve vision was due to two fac- 
tors; the deeper opacity which has just 
been discussed; and a gradually ad- 
vancing tabetic atrophy of the optic 
nerve. But the operation was suffi- 
ciently successful to warrant the use 
of this technic in other and more 
favorable cases. 
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‘MATURE AND IMMATURE SENILE CATARACT. 
Lt.-Co_. HENry SmitH; C. I. E., I. M. S. 


AMRITSAR, INDIA. 


The following address, delivered before the Chicago Ophthalmological Society, May 26, 


1921, gives some history of intracapsular extraction. 


It compares the intracapsular with the 


capsulotomy method both as to technic and results. 


I propose to speak to you on the rela- 
tive merits of the two leading methods of 
dealing with senile cataract, mature and 
immature. This, I presume, we all re- 
gard as the great issue of today in oph- 
thalmology. That it is a burning issue is 
clear from the vehemence that is dis- 
played in the ophthalmologic press. 
Quotations are oftentimes gathered from 
men who have little or no practical ex- 
perience with this intensely practical sub- 
ject, even tho they have written books 
and have honored names in other de- 
partments; and on the strength of such 
quotations is used such language as “ex- 
traction of cataract in the capsule under 
conditions existent in a civilized country 
is utterly inexcusable. “The capsulot- 
omy schools do not all use quite as 
strong language as this. Another writer 
lays down the dictum on this subject 
that the literature on a matter of this 
kind is always favorable to anything 
new. Does any one really hold that 
the intracapsular operation has been 
received in this way? Does any one 
hold that Listerism was received with 
open arms when it was rew? Does 
any one hold that Litholapaxy when 
introduced by Freyer and Keegan us- 
ing the instrument devised by your 
own great citizen surgeon (Bigelow) 
was received favorably by the genito- 
urinary surgeons of the world? No! 
These and all similar innovations on 
time honored practice have been re- 
ceived with the utmost hostility. 

The capsulotomy operation of today 
is practically where Daviel left it. De- 
tails have come into existence and 
gone out of existence with all the fre- 
quency and ease which befall philo- 
sophic theories. All the same, Daviel’s 
operation is substantially the capsulot- 
omy operation of to-day. A new detail 
does not make a new operation. We 
are told that Daviel’s operation has 


held the field since 1745. Its advocates 
should state that, while it came into 
existence in 1745, it was not practiced 
to any extent until Joseph Lister had 
established his case, and that extrac- 
tion by capsulotomy in a general sense 
commenced to supplant lens couch- 
ing only in the early eighties. The 
late Sir Jonathan Hutchinson, (who 
founded Moorfields in London), told 
me that they would never have de- 
parted from couching in London, but 
for the fact that the vision (following 
couching) rapidly failed, and finally 
vanished. He was the first man I have 
come across, who was aware that pro- 
gressive atrophy of the retina invari- 
ably followed the best results of lens 
couching (night blindness). It was 
Listerism and cocain which gave the 
great impetus to the extraction of cat- 
aract. 

The younger members of the profes- 
sion have to be reminded that the cap- 
sulotomy operation, as we know it, has 
been extensively practiced only for the 
past forty years. You will thus see 
that of these two rival operations the 
capsulotomy operation is not so very 
much older than the intracapsular as 
we do it in India to-day, which dates 
from the nineties of the last century. 

The capsulotomy operation had how- 
ever a good start as soon as it was 
practiced extensively, as it had been 
taught and had been before the pro- 
fessional mind from 1745 as a desider- 
atum. The intracapsular method, 
since I commenced to advocate it and 
to teach it, is hardly twenty years old. 
I do not claim to be the first man to do 
intracapsular extractions. McNamara, 
in Calcutta, and Pagenstecher ex- 
tracted cataract in the capsule by lift- 
ing it out on a spoon. I think the first 
to extract cataract in the capsule by 
expression, in a limited proportion of 
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cases, was an American, Dr. J. W. 
Wright, of Ohio, who published a pa- 
per in 1884. Shortly after this Mal- 
rony did practically the same opera- 
tion on almost all his cases. It is a 
pity that Wright’s work did not attract 
more attention even in his own coun- 
try. Malrony did a vast amount of ex- 
cellent work, but did not write at all; 
and thus his experience is lost to the 
ophthalmologic world. I have never 
seen him operate. Neither McNamara’s 
nor Pagenstecher’s method appealed to 
me. Wright was unknown to me. Mal- 
rony’s results I had seen but not his 
methods. I also saw that patients 
could on occasion squeeze out the lens 
in capsule successfully themselves. The 
results of the patients’ efforts were ex- 
cellent. I proceeded to imitate the ac- 
cident and evolved what I have done 
independently of any one. This meth- 
od may yet be only in its infancy but 
it promises to be a hardy youth. 

We are told that we are received un- 
duly favorably. This is not so. When 
I read my first paper, at the British 
Medical Association meeting, in 1903, 
on an experience of 6,000 cases, I was 
received with icy coldness. I was at 
the head of a list for a paper before the 
British Medical Association, in 1908. 
There were 6 or 7 unimportant papers 
to follow. At the commencement of 
the sitting the President said, “I shall 
reverse the orders of the papers,” 
which left my paper to be taken as 
read. This was surely not unduly 
friendly to say the least! However, I 
have not always been treated with such 
scanty courtesy. 

Dr. Herman Knapp is a name which 
you all revere; his results are frequent- 
ly put forward with the implication that 
intracapsular extraction could not give 
better results. It may surprise Am- 
erican ophthalmologists to hear that, 
after he read the paper I brought be- 
fore the British Medical Association 
meeting in 1903, previously alluded to, 
he wrote to me:—“If you can devise a 
method to extract cataract in the cap- 
sule you will be a greater benefactor 
to mankind than Daviel. If I were 
not over 70 years of age and in delicate 
health I would go round the world to 


see how to do it.” This was the first 
word of encouragement that I received 
from ophthalmologists and that letter 
is the foundation of the welcome I have 
given to American ophthalmologists in 
Jullunder and Amritsar. 

I will now put before you, in a gen- 
eral way, the advantages and disad- 
vantages of these two rival operations. 
Intracapsular extraction is only with- 
in the range of men who have had high 
class technical training in the art. It 
is a difficult operation. The capsulot- 
omy operation is a relatively easy and 
simple one. Intracapsular operation 
requires a skilled assistant. The same 
amount of skill is not required on the 
part of the assistant in the capsulotomy 
operation. 

Any incision, if large enough for in- 
tracapsular extraction, and any flap, 
will do equally well in either operation, 
according to the preference of the op- 
erator. Similarly, an iridectomy or no 
iridectomy may be done. The intra- 
capsular procedure can be done with 
equal ease at any stage of maturity. In 
the capsulotomy operation the cataract 
should be inature. 

After cataract follows the capsulo- 
tomy operation and requires to be oper- 
ated upon. There is no after cataract 
following an intracapsular operation. 
Iritis is a frequent complication after 
capsulotomy but is practically absent 
after the intracapsular operation. Vi- 
sion is better after intracapsular than 
after capsulotomy. Vitreous escape, in 
skilled hands, is about the same in both 
operations. Sepsis more frequently fol- 
lows the capsulotomy operation, often 
due to tags of capsule left in the 
wound. 

Two disadvantages of the intracap- 
sular operation are (1) a somewha. 
larger proportion of prolapse of iris in 
the noniridectomy cases, and (2) a 
slightly drawn up pupil in the iridec- 
tomy cases. Choroidal detachment is 
equally common to both. 

Ir1T1s. Before I raised this issue in 
1903, it was the generaly accepted view 
that iritis following cataract extrac- 
tion was due to the bruising of the iris 
in the process of extraction. I stated 
that chapter would have to be rewrit- 
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ten, as iritis did not follow in one in 
500 cases in extraction of the lens in cap- 
sule, thru an entire pupil which 
had not been acted on by a mydriatic; 
tho there must of necessity be much 
more bruising of the iris in the latter 
case than in the capsulotomy opera- 
tion. Iritis, therefore, is caused by 
the lens matter and capsule left be- 
hind in the capsulotomy operation, as 
I have often previously laid down. This 
view has, since that date, been ac- 
cepted but no credit has been given 
to intracapsular extraction for demon- 
strating this fact. I now go further 
and say that it is caused more by cap- 
sule left behind than by lens matter. 
This is evidenced by the fact that when 
the capsule bursts, in the intracapsular 
extraction, if we are able to extract the 
capsule and yet leave a little lens mat- 
ter behind (as is often the case), iritis 
does not follow, but if the lens capsule 
is left behind iritis frequently does fol- 
low. 

Since intracapsular extraction came 
prominently into the field our oppon- 
ents of the capsulotomy school tend to 
make little of iritis, both of its fre- 
quency and of its consequences. In my 
observation it is more frequent than 
many of the papers published would 
lead us to believe. It is not an unim- 
portant complication. I consider iritis 
a serious complication, causing the iris 
to be cemented to the after cataract 
and the pupil often to be occluded with 
a dense membrane, if no more sinister 
consequences happen. I have seen any 
number of such cases operated by most 
experienced operators in India, such 
patients being told that nothing more 
can be done for them. If you gentle- 
men who operate by the capsulotomy 
method do not often come across such 
cases you are highly to be compli- 
mented. Time does not permit me to 
deal with the treatment of after cat- 
aract of this nature. 

AFTER CATARACT is a subject for a 
whole sitting in itself. If you refer to 
the journals of the past you will ob- 
serve that before the year 1903 the 
treatment of after cataract was the 
evergreen of ophthalmologic meet- 
ings. Before that date the treatment 


was regarded as serious, from the point 
of view of the patient, as the extrac- 
tion of the cataract itself. Mr. Richard 
Cross opened a discussion on this sub- 
ject at the British Medical Association 
meeting, in 1901, in which he laid down 
that the ideal extraction of cataracts 
was in the capsule, but that that was 
not possible and this was tacitly admit- 
ted by the meeting. So much for the 
significance of the after cataract at that 
time. Since 1903, if you look up the 
discussions on after cataract you will 
notice the change that has come about. 
It has hardly appeared as a full dress 
subject at any meeting. You would 
infer that today it is a trifling, un- 
important proceeding associated with 
no sinister results. 

When we consider that Listerism 
applied then as it does now and that 
the same instruments and methods 
were used then as now, the position 
seems inexplicable. In my observation 
just as severe forms of after cataract 
occur now as did then and as severe 
results are associated with the need- 
ling of them. The removal of a portion 
of the anterior capsule having become 
more fashionable than it was then, may 
render the after cataract a little less 
dense in the case of mature cataracts; 
but when we recognize the fact that 
since intracapsular extraction came 
into the field for any stage of immatur- 
ity, the policy of extracting by cap- 
sulotomy of immature cataract has 
also come into the field, with the result 
that in these cases the after cataract 
must be dense and must be dealt with; 
in my opinion dense after cataract is 
as frequent as ever it was. 

This view is supported by the fact 
that in the United States you have ad- 
vocates who laud the introduction of 
needling an immature cataract, so as 
to cause it to mature in a day or two. 
This fact is evidence that it is recog- 
nized that a dense after cataract fol- 
lows the same process in America that 
it does in India. To my mind this 
method only needs to be mentioned to 
be condemned. Such a proceeding de- 
liberately produces a traumatic cat- 
aract. Who has ever seen a traumatic 
cataract in a patient without a violent 
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iritis? I have not and I have seen 
many of them. I go further and say 
that these are the most difficult of all 
cataracts to deal with. If we decide to 
extract the immature cataract we must 
put our courage together and extract 
it in the capsule. 

Tue Incision. One of the objec- 
tions raised against intracapsular ex- 
traction is that the incision is of nec- 
essity too large, not exceeding 180°. 
This conclusion would imply that it in- 
terferes with the nutrition of the cor- 
nea, causes an objectionable amount of 
astigmatism or is followed by a greater 
percentage of septic cases than the 
smaller incision used in the capsulotomy 
operation. 

With my enormous experience I 
can state that not one of these premi- 
ses is based on fact. Those who ad- 
vance these conclusions do not advance 
a single fact to support their prem- 
ises. They say—this must follow or 
that must follow—but “this” and 
“that” do not follow when examined 
by hard facts. Our opponents say that 
we cannot do intracapsular extraction 
with a conjunctival flap. This is non- 
sense, we can do it with any flap or any 
incision provided it is large enough. 
Much is made, by the way, of the pow- 


erful nutritional influence of conjunc- . 


tional flaps. I saw a dexterous opera- 
tor do intracapsular extraction thru a 
Czermak’s incision. He  subconjunc- 
tivaly cut two-thirds or more of the 
sclero-cornea with scissors. I saw a 
number of such cases several days 
after operation. They demonstrated 
that the nutrition of the cornea does 
not depend on the conjunctiva, as every 
case had extensive patches of starva- 
tion opacities which would never re- 
cover. These starvation patches do 
not follow when the incision does not 
exceed 180° of the sclero-cornea with- 
out a conjunctival flap. It is thus evi- 
dent to me that the nutrition of the 
cornea for practical purposes is not 
thru the conjunctiva. 

IripEctoMy. It is also advanced 
against intracapsular extraction that 
we cannot do this operation without an 
iridectomy. This is not so; we can do 
it thru an entire pupil uninfluenced by 


a mydriatic, just as well as with an iri- 
dectomy. We can go further; we can 
do it well in cases in which the iris 
is tied down to the lens by iritic ad- 
hesions. In this latter case if you ex- 
tract by the capsulotomy method you 
will have violent iritis and its conse- 
quences in every or almost every case. 
You will thus see that our limitations 
are less than those of our opponents. 

Vitreous Escape. This is the great 
issue. Our opponents would seem to 
have much less of this evil than for- 
merly was the case, but on the basis of 
large series of figures,+reaching back 
into the nineties of the last century, 
they have to admit 7 per cent. inci- 
dence of this complication. A skilled 
operator by the intracapsular method 
should not have more. In intracap- 
sular extraction with control of the 
eyelids as we do it, when vitreous es- 
capes it would be of small amount. In 
my observation escape of under a third 
is not followed by sinister consequen- 
ces. I think the capsulotomy opera- 
tors will admit that when they have 
escape of vitreous it is considerable in 
amount, as they do not control the 
pressure of the eyelids as we do. 

The consequences of escape of vitre- 
ous in these two operations are quite 
different. In the intracapsular we do 
not fear iritis or irido-cylitis as a con- 
sequence. Our opponents have to ad- 
mit then when vitreous escapes they 
have at once to close down leaving the 
capsule and a considerable amount of 
lens matter in the eye and that under 
such circumstances they have fre- 
quently a severe irido-cyclitis. Our op- 
ponents say that when vitreous escapes 
it is not renewed. How do they know? 
Why make such a statement in an off- 
hand way when it is based on the ab- 
sence of knowledge. The physiology 
and pathology of the eye are hardly in 
their infancy. We must admit that 
frora birth to mature size the vitreous 
body has grown. This implies a phys- 
iologic mechanism thru which it has 
grown. The statement that vitreous is 
not renewed after escape implies that 
that mechanism has ceased to exist 
when the vitreous has reached mature 
size. How do they know? They do not 
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know. I saw not long ago a horse 
breaker who had both lenses extracted 
in capsule fifteen years ago. In each 
eye there had been considerable es- 
cape. I examined him. His vision 
in each eye was better than 6/6, and 
there was no sign of degeneration. 
How does the above assertion fit in 
with such a result. The reverse could 
far more plausibly be held. 

Tue Pupit. In noniridectomy cases, 
the pupil is as central in one operation 
as the other. In the case of iridectomy 
the pupil is more central in the old op- 
eration than in the intracapsular, and 
occasionally much more so. If you use 
a mydriatic in the old operation, after- 
wards, you will observe that the pillars 
of your coloboma are practically al- 
ways tied down to the after cataract 
by adhesions tho it may be compara- 
tively free elsewhere. This is the cause 
of the keyhole pupil. The entire pu- 
pil contracts on the center, the iridec- 
tomy pupil (if there are no adhesions 
as in the intracapsular cases) con- 
tracts on the point of attachment of the 
iris to the ciliary region. This mechan- 
ically straightens out the key hole into 
the shape of a U and of necessity 
draws up more or less the lower part 
of the pupil. 

My ambition is to be able to do with- 
out iridectomy entirely. I hope to be 
able to accomplish this object by find- 
ing some drug or some method which 
will paralyze the orbicularis muscle for 
five or six days after operation. It is 
the contractions of the orbicularis 
which are the cause of the prolapse 
of the iris. I hope other workers will 
devote thought and energy to this is- 
sue, which I consider one of the most 
important on cataract extraction as it 
stands today. Among other things it 
will eliminate the necessity of an as- 
sistant. 

Dressincs. It is advanced against 
us that we do not dress and inspect our 
cases often enough. We must remem- 
ber that this is one of the most major 
operations of surgery. Iritis we do not 
have. The only complications are sep- 
sis, choroidal hemorrhage and prolapse 
of iris. In my observation sepsis and 
choroidal hemorrhage defy treatment; 


besides such cases give indications and 
naturally are inspected. Prolapse of 
iris may give no indication and is much 
better left alone for ten or twelve days, 
as interfering with it earlier may cause 
the patient to burst open the whole 
wound and has no other advantage. 
Why should we reverse the canons of 
surgery by dressing and inspecting 
wounds daily? By doing so we are de- 
priving the affected area of surgical 
rest. Such daily dressings are meddle- 
some surgery. 

Tue AssistaNT. We are accused of 
requiring a skilled assistant. What 
general surgeon would listen to such 
an argument. We are also told that to 
be a perfect operation it must be such 
that any ophthalmic surgeon can do 
it as well as any other. Does the gen- 
eral surgeon say that Dr. Cushing’s 
procedure of dealing with a diseased 
hypophysis is bad because very few 
will attempt it? Does the general sur- 
geon say that excision of the Gasser- 
ian ganglion is bad because very few 
will attempt it? Still, I hope that the 
day is not far distant when intracap- 
sular extraction will be considerably 
simplified. 

BARRAQUER’S OPERATION. I recently 
visited Dr. Barraquer in Barcelona. He 
received me with the whole-hearted 
kindness and courtesy of a Spanish 
gentleman. Dr. Fuchs, Senior was 
with him. He operated on a few cases 
before us with his erisiphake. It acted 
beautifully. He insisted that I should 
operate also to show him how I did the 
operation in India. Mine came out 
as easily and as perfectly as his, and 
in both cases with the minimum of 
violence. We three were agreed that 
in the hands of the two experts there 
was nothing to choose between them. 
Dr. Barraquer’s instruments may not 
require as highly a skilled assistant as 
my method. On the other hand, it is 
a highly complicated apparatus with 
plenty of possibilities of going wrong 
at a critical moment, in the hands of 
a man who has not thoroly mastered 
its mechanism and whose fingers have 
not grown to act automatically. 

The instrument requires a technic of 
its own. Those who have mastered 
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my technic, I am confident, will have 
no difficulty in using it as a good deal 
of the technic is common to the two 
methods. They are complementary to 
one another. The erisiphake is but in 
its infancy, and we have yet to see 
if it will master certain classes of cases 
as well as the older intracapsular 
method, but in most cases I have no 
doubt it will act beautifully and be 
a simpler method to acquire skill in. I 
was immensely pleased to meet Dr. 
Barraquer, a whole-hearted believer in 
intracapsular extraction and to see 
him use his instruments. It has in my 
opinion come to stay and will help to 
make matters move on. I congratulate 
Dr. Barraquer on all the energy and 
zeal which he has devoted to making 
this method perfect. When Hulen’s in- 
strument came out, I tried to get one 
as the method appealed to me. Thru- 
out the war we could get nothing of 
the kind done in England. 

CHARACTER OF PaTIENTs. It has been 
repeatedly advanced that what will 
succeed in Indians—an_ uncivilized 
people—will not succeed among nor 
satisfy a civilized people such as the 
white races. Those who write thus 
seem to be unaware that Indians be- 
long to the Ayran race, to which we 
also belong; and that they were a high- 
ly civilized race long before Europeans 
were. You have only to read Hindu 
and Buddhistic philosophy to find this 
out. As regards the whole range of 
surgery, the people of India measure 
your worth by results, as much as 
the people of Europe or America do. 
It is on this basis that litholapaxy sup- 
planted lithotomy in the last two de- 
cades of the last century. It is on 
this basis that intracapsular extrac- 
tion of cataract has got the upper hand 
over the capsulotomy method in In- 
dia. To assume that you can cut or 
hack about Indians in any way you 
please and that they will recover shows 
gross ignorance. As a matter of fact 
they are not as good subjects for op- 
eration as Europeans. Their vegetar- 
ian diet I presume is the cause. This 
is the best defined in the operations 
subject to surgical shock. It is not un- 
common in the West to see an operator 
spend one and a half to two, or even 
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three hours on an intraabdominal op- 
eration and for the patient to recover 
as a matter of course. In an Indian 
if you expect a similar operation to be 
successful you must not spend over 
an hour on it and if you do it in half an 
hour your death rate will not be near- 
ly so large. The principle herein in- 
volved is the same all down the line, 
cataract included. The Indian has not 
anything like the same recuperative 
power as the European. 

Conctusions. It is often advanced 
by implication that my facts are worth- 
less because I am overworked, and that 
by men who are not aware that catar- 
act is but a part of my work. I had 
once a distinguished member of the 
profession on a visit; when leaving he 
told me that he wondered how I got 
thru the work, but he now understood. 
He said, “you are not overworked, you 
are not hustled; it is your organization 
that is the explanation; every one 
about you has got his job and knows 
it, and has got to do it leaving what 
you want to yourself.” After thirty 
years on the plains of India I do not 
look like a man who has been over- 
worked. 

As regards my facts, I have satis- 
fied myself, I have published statistics 
of cases selected before operation 
which should satisfy the most fastid- 
ious. To publish the details of be- 
tween 40,000 and 50,000 cases would 
make up a volume in itself, which I 
presume no one would read. Those 
who have visited my clinic have seen 
everything, there was nothing con- 
cealed from them. 

As regards the status of intracap- 
sular extraction of today, views ex- 
pressed in papers of the West are mis- 
leading and take too narrow a view of 
the outlook. It is a yellow peril. I 
think I am not overstating the case 
when I say that close on 25,000 cat- 
aracts a year are done by the intra- 
capsular methods in India, and that ten 
years hence we may have to add an- 
other ten thousand. Thus India will 
have a voice in the decision. This method 
has come to live and dominate its oppon- 
ent in the whole East, and in my opinion 
will come to be the operation the world 
over twenty years hence. 
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UVEITIS WITH DENSE VITREOUS OPACITIES; 
PARTIAL RECOVERY. 


Rosert H. Buck, M.D. 


CHICAGO, ILLINOIS 


In the case here reported vision was reduced to perception of hand movements for a 


year. 
gress, July 29, 1921. 


While the literature of uveitis is so ex- 
wmsive as to discourage further addi- 
tions, the case I desire to report has 
some features in which it does not con- 
form definitely to any particular type, 
and it belongs to a group to which 
comparatively scant consideration has 
been given. This is due in part to the 
relative rarity of this type of cases 
and in part to the difficulty of obser- 
vation and treatment in these cases 
because of the tender age of the pa- 
tients usually affected, a handicap to 
which I was not subjected as my pa- 
tient was an adult. I refer to the non- 
suppurative type of metastatic oph- 
thalmia occurring as a sequel of acute 
and chronic infectious diseases. 

The very voluminous literature on 
the subject of uveitis to be found in 
the textbooks, in various works on 
pathology of the eye, in the American 
Encyclopedia of Ophthalmology, in 
exhaustive treatises and in two excel- 
lent symposia, one presented before the 
Ophthalmologic Section of the Ameri- 
can Medical Association in June 1902, 
the other before the Ophthalmological 
Section of the International Medical 
Congress in London in 1913, deals ex- 
tensively with the ordinary forms, i. e. 
the ectogenous and the pyogenic types 
of endogenous infections of the uveal 
tract, the prognosis of which if the 
vitreous has been invaded, is ex- 
tremely grave; and also with those 
forms of nonsuppurating uveitis due 
to the specific venereal diseases and 
tuberculosis. As a consequence there 
is more or less overshadowing of the 
nonsuppurating type due to infecti- 
ous diseases in children, the prognosis 
of which should be made guardedly 
and the treatment persisted in over an 
extended period. 

Axenfeld in his Pathology of the 
Eye, and Fuchs in his Text-book of 
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But ultimately recovered in both eyes to eight-tenths. 


Read before the Colorado Con- 


Ophthalmology, consider the condi- 
tion under the heading of Metastatic 
Ophthalmia. Parsons treats of it as 
a form of exudative choroiditis, and 
Wilder devotes a paragraph to the 
subject in his contribution to the Am- 
erican Medical Association symposium 
above mentioned. 

While these cases are clinically and 
anatomically true types of uveitis, they 
differ materially in their pathologic 
manifestations from the type due to 
infection by pyogenic germs. 

According to Fuchs, “they are with- 
out doubt also due to endogenous in- 
fection by bacteria, and in part per- 
haps to the action of the toxins which 
are formed in the body. In any case 
the inflammations thus produced are 
not so violent and destructive as those 
due to infection by the pyogenic organ- 
isms. The exudation develops more 
gradually and remains more confined to 
the tissue itself. The tissue is infiltrated 
chiefly with wuninuclear leucocytes, 
which tend to accumulate about the 
blood vessels under the form of scat- 
tered foci. Thus along with the dif- 
fuse infiltration there are formed nod- 
ular exudates which in the ordinary 
traumatic inflammations are only ex- 
ceptionally met with. In correspond- 
ence with the nonsuppurative charac- 
ter of the inflammation is its outcome, 
which is also less serious. Panophthal- 
mitis never results and even atrophy of 
the eyeball is a comparatively rare se- 
quel, occurring only in particularly se- 
vere or in often recurring cases.” 

The vitreous chamber sometimes 
fills with a dense exudate of a grayish 
color which may be seen pressed up 
against the posterior surface of the 
lens and almost completely obscuring 
the fundus reflex. In some cases the 
exudate remains subretinal, resulting 
in a condition known as pseudoglioma 
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for which the eye is frequently enucle- 
ated. 

The case I am about to report is one 
of metastatic ophthalmia following 
mumps, and my reasons for making 
this report are: 

First; Because of the comparative 
rarity of this disturbance in an adult. 

Second ; Because of the very gratify- 
ing results obtained by long continued 
persistent treatment in spite of the dis- 
couraging outlook, and 

Third ; To lay stress on the compara- 
tively favorable prognosis in this type 
of cases by a case in point. 

A previous experience with a case 
of recurrent retinal hemorrhages which 
was reported in the AMERICAN JOURNAL 
oF OrHtHALMoLocy for October 1919 
gave me much experience and encour- 
agement in the treatment of this one. 
In the case to which I refer the patient 
who had lost the vision in one eye 
within two months in a previous at- 
tack, retained 8/10 vision in the re- 
maining eye in spite of repeated at- 
tacks of hemorrhages and the condi- 
tion has now become quiescent. For 
the past two years he has been em- 
ployed as a drug salesman calling on 
the trade, doing the necessary reading 
of small print in a price-list and all the 
clerical work his occupation entails. 

Case Report. Mr. C. E., age 23, sin- 
gle, farmer, American birth, German 
descent. Family history negative both 
as to communicable systemic diseases 
and ocular disturbances. Had no seri- 
ous illnesses previous to the present 
trouble and denied having had any 
form of venereal disease. 

In 1917 he enlisted in the army and 
in March 1918 while in camp, he de- 
veloped a severe attack of mumps 
which was complicated by orchitis of 
the right testicle, necessitating hospi- 
talization for a period of two months. 

In June 1918 his right eye became 
inflamed and vision began to fail but 
there was little pain or lacrimation 
and no photophobia. This disturbance 
progressed in spite of treatment until 
in September the vision was reduced 
to hand movements. He stated that 
his teeth were x-rayed and several 
blood Wassermann tests made, all of 


which were negative. General physi- 
cal examination threw no light on the 
etiology. The inflammation subsided, 
but vision did not return. 

In February he was discharged from 
the army and while on his way home, 
without premonitory symptoms of oc- 
ular disturbance, vision in the left eye 
began to fail. The eye was evidently 
suffused with blood for he stated that 
all he was able to see was of a bright 
red color. This phenomenon was not 
accompanied by pain. The red color 
disappeared but his vision was so re- 
duced that he was able merely to see 
shadows. 

For a time he received no treatment, 
then on July 29th, 1919 he entered a 
U. S. Public Health Hospital. The 
hospital records showed that he was 
under treatment for uveitis and that 
various tests had been made to deter- 
mine the etiology. His tonsils were 
removed. He was examined by three 
eminent oculists none of whom offered 
him any encouragement. 

I first saw him on September 9, 1919. 
Examination. O. D. V. Shadows. 
O. S. V. Fingers at one foot in lower 
temporal quadrant of field. About 15° 
of divergence. Right pupil 5 mm., left 
7 mm., both round, react to light. Right 
eye. Fair light projection. Conjunc- 
tiva slightly injected and chemotic. 
Cornea perfectly clear. Anterior 
chamber moderately deep, aqueous 
clear. Upon dilatation with cocain, 
the lens clear and transparent with a 
few small spots of iris pigment ad- 
herent to antericr surface. Mass of 
vitreous opacities pressed close against 
posterior surface. Eye not painful but 
slightly tender over ciliary region. 
Tension normal. Ophthalmoscope re- 
vealed dense opacity occupying entire 
vitreous with fundus reflex a mere line 
around the periphery. By focal illu 
mination these opacities were of a 
grayish color. Visual field absolutely 
blank. 

Left eye. The findings on oblique 
examination were practically the same 
as those in the right eye. With the 
ophthalmoscope a small area of the 
fundus could be seen in the upper na- 
sal quadrant. The visual field com- 
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prised merely a small peripheral seg- 
ment of the lower temporal quadrant. 

The Wassermann, both blood and 
spinal fluid tests, and the cutaneous 
tuberculin test were negative. 

Examination of the nose and acces- 
sory sinuses and throat revealed no 
pathology. General physical examina- 
tion failed to uncover any etiologic fac- 
tors. 

TREATMENT. Locally atropin and 
dionin and hot applications were or- 
dered. He was given subconjunctival 
injections of salt solution. Internally 
he was given increasing doses of potas- 
sium iodid. Mercury was adminis- 
tered by inunction and he was given 
pilocarpin sweats and hot packs. This 
treatment was persisted in for several 
months. 

December 3, 1919. O. D. V. Sha- 
dows. O. S. V. 1/10 thru the lower 
temporal quadrant. Right eye. Slight 
broadening of the fundus reflex suffi- 
cient to reveal a patch of choroidal at- 
rophy or an organized white mass near 
the periphery on the temporal side. 
Field still blank. Left eye. Opacity 
seemed less dense with a peripheral 
visual field, broader in the lower tem- 
poral: quadrant. Tension normal in 
both eyes. 

The dosage of potassium iodid had 
now reached 180 grains a day and he 
was beginning to show signs of low- 
ered vitality, hence the drug was dis- 
continued for a period of two weeks 
and begun again at five grains t.i.d. 
Baths and sweats were also given less 
frequently. Local treatment was con- 
tinued with dionin alternated with yel- 
low oxid ointment every three days. 
Mercury rubs had been used only at 
intervals for some time. Subconjunc- 
tival injections were changed to cyan- 
id of mercury, given weekly alter- 
nately in each eye. 

January 30, 1920. O. D. V. Fingers 
at one foot in the temporal side of the 
field. O. S. V. 3/10 thru the lower 
temporal quadrant. Right eye. 15° di- 
vergence. Opacity less dense and fur- 
ther broadening of fundus reflex. Spot 
of choroidal atrophy on temporal side. 
Left eye. Marked improvement, cen- 
tral scotoma smaller. 
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March 26, 1920. O.D. V. Fingers at 
one foot in temporal side of field. O. 
S. V. 5/10 thru lower temporal quad- 
rant. He was now able to read large 
type, such as headlines in a paper, at 
15 cm. 


June 11, 1920. O. D. V. Fingers at 
one foot, as before. O. S. V. 6/10 cen- 
tral vision. Jaeger 5 at 15 cm. Right 
eye diverges at 15°. Large central 
opacity surrounded by clear area, large 
opacities deep in vitreous. 


Left eye likewise central opacity but 
less dense and fundus can be plainly 
seen all around periphery. Tension 
normal in both eyes. Large central 
scotoma in both fields. Treatment con- 
tinued as last outlined. 


July 21, 1920. Condition slightly 
improved and he was permitted to go 
to work. He had useful vision in the 
left eye only, but with this he was able 
to read typewriting. 

December 3, 1920. Vision again 
failed and he was compelled to discon- 
tinue work. Cloudy ,vitreous, opaci- 
ties in both eyes. Former treatment 
again resorted to. 


January 13, 1921. O. D. V. 6/10. O. 
S. V. 6/10. Right eye. Note marked 
improvement in vision. Ophthalmo- 
scope revealed a general red reflex, 
tho vitreous opacities were still very 
dense and freely movable. No fundus 
details could be seen and patch of 
choroidal atrophy was no longer vis- 
ible. Left eye. Much loose grayish- 
white material moving about in the 
vitreous so that fundus was obscured 
altho there was a fair red reflex. Ten- 
sion norma! in both eyes. Fields of 
both eyes were clear in peripheral por- 
tion with relative scotomata surround- 
ing the blind spot in each eye. Diver- 
gence was still 15° and he now com- 
plained of diplopia. 

July 19, 1921. O. D. V. 8/10. J.3 
at 15 cm. O. V. S. 8/19. J.3 at 15 cm. 

Pupils dilated with homatropin. Re- 
tinoscopy O. D. + 1 vertical + 1.50 
horizontal. O. S. Could not get sha- 
dow. 

At trial case vision was more clear 
with O. D. + 0.50c axis 90. O. S. + 
0.50c axis 75. 
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Tension normal. There was 20° di- 
vergence of the right eye, the left be- 
ing the fixing eye. Fields were full 
sized but there was a considerable rel- 
ative scotoma enlarging the blind spot 
temporally. Color fields were normal. 

Ophthalmoscope. Right eye. Re- 
vealed a dense white mass occupying 
the center of the vitreous (retinitis 
proliferans), the remainder of the vit- 
reous containing many large and 


small opacities. The region of the 
macula was fairly distinct and portions 
of retinal vessels could be distinctly 
seen in various portions of the field. 
The disc was completely obscured as 
was also the patch of choroidal atro- 
phy referred to. 

Left eye. Many large and small vit- 
reous opacities but no definitely or- 
ganized mass. No fundus details dis- 
cernible. 


THE SPECIFIC PRECIPITIN REACTION OF THE LENS. 
Lupvic HEKTOEN, M.D. 


CHICAGO, ILLINOIS. 


This paper sets forth the facts regarding the specific reaction of the higher vertebrates 
to crystalline lens substance. This is essentially the same whatever the species from which 
the lens is obtained. Read before the Chicago Ophthalmological Society, May 26, 1921. 


It was discovered by Uhlenhuth that 
the lens of different species gives the 
same immune reactions. A lens an- 
tiserum, produced let us say by inject- 
ing a rabbit or guinea-pig with beef 
lens, will react in precipitation, ana- 
phylaxis and complement fixation tests 
not only with beef lens but also with 
the lens of other mammals, of birds, 
and of amphibians. With fish lens the 
reaction, however, is very faint. The 
specificness of the reaction is deter- 
mined not by species, as in other im- 
mune reactions (blood, serum, bac- 
teria), but by the organ from which 
the antigen is derived as illustrated by 
this scheme: 


Lens Serum 
Antiserum Antiserum 
Lens (homologous) .... Oo 
Lens (heterologous) ... + O 
Serum (homologous) .. O a 
Serum (heterologous) .. O O 


So far the lens is the only clean 
cut example we have of this organ- 
specificness as contrasted with species— 
specificness in antigen—antibody reac- 
tions. 

I have studied the precipitins that 
develop in rabbits on the injection of 
lens solutions in 0.9% salt solution; 
approximately 10 or 20% solutions by 
weight of beef, horse, rabbit, sheep 
and swine lens, removed with special 
care to avoid admixture with blood or 
serum, have been used. As a rule four 


or five injections of lens solution are 
given intravenously at four day inter- 
vals, first 2-4 c.c., increasing gradually 
to 12-16 c.c. The highest titer of the 
serum is reached about the eighth day 
after the last injection. Most of my 
work has been with antiserums that 
would cause precipitates in lens dilu- 
tions of at least 1 to 5000 and often 
much higher. The injection of rabbits 
with solutions of rabbit lens, however, 
does not have the same antigenic effect 
as the injection of lens of other species, 
and as contradictory results are reported 
on this point, further study is required. 

Table 1 shows that all the lens solu- 
tions used (beef, chicken, dog, guinea- 
pig, horse, human, monkey, rabbit, rat, 
sheep, swine) react in the same way 
with beef lens antiserums; further that 
this antiserum does not react with the 
serum of beef blood or of the other 
species represented and _ conversely 
that beef serum antiserum does not re- 
act with any lens solution. The organ- 
specificness of the lens holds good 
thruout and the lens does not appear 
to contain any species-specific anti- 
gens. Horse, sheep, and swine lens an- 
tiserums have precisely the same ef- 
fects as beef lens antiserum. 


The aqueous and vitreous humors 


contain lens substance because these 
fluids in low dilutions or full strength 
react with lens antiserums. These hu- 
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mors react with serum antiserum also 
—not always—and then the law of spe- 
cies-specificness obtains. The presence 
of lens substance in the humors is in- 
teresting and the question arises wheth- 
er the lens substance in the humors 
is derived from the lens or on the way 
to be incorporated into the lens. 

Table 1 also shows that the serum 
of a rabbit injected with extract of 
beef cornea reacts with beef serum, beef 
vitreous, and beef aqueous, but not at all 
with beef lens or any other lens, in- 
dicating that the cornea contains 
species-specific proteins only. 

We see then that the precipitin re- 
actions of the lens of certain mammals 
are lens-specific and that the lens does 
not appear to contain any species- 
specific precipitinogens, hence the lens 
protein may be regarded as chemically 
distinct and as identical in diverse 
species. 

Note—The precipitation in sheep vit- 
erous horse and sheep serums by beef 
serum antiserum and beef cornea anti- 
serum are examples of species-specific 
reactions extending over to related 
species. 


LENS PRECIPITIN REACTIONS 


Beef Lens 


Beef 
Serum 


Beef 


Cornea 


Antiserum Antiserum Antiserur 


Beef Lens 
Chicken Lens 
Dog Lens . 

G. Pig Lens 
Horse Lens 
Human Lens 
Monkey Lens 
Rabbit Lens 
Rat Lens 
Sheep Lens 
Swine Lens 
Beef Aqueous 
Dog Aqueous 
Human Aqueous 
Rab’t Aqueous 
Sheep Aqueous 
Swine Aqueous 
Beef Vitreous 
Dog Vitreous 
Human Vitreous 
Rab’t Vitreous 
Rat Vitreous 
Sheep Vitreous 
Swine Vitreous 
Beef Serum 
Horse Serum 
Human Serum 
Monkey Serum 
Rab’t Serum 
Sheep Serum 
Swine Serum 
Beef Cornea 


+ 


+O+000++0+0000+00000+ 0000000000 


| | 


CATARACT OPERATIONS IN THE AGED. 
SAMUEL G. Hiaerns, B.S., M.D. 


MILWAUKEE, WISCONSIN 


The special forms of cataract that occur in the aged and the time when extraction is 
indicated are mentioned. The bearings of pathologic conditions, local and general, upon 
operation are discussed. Practical hints are given for overcoming the special difficulties of 
dealing with unreasonable patients and those lacking selfcontrol. Read before the Wisconsin 


Surgical Association, May, 1921 


To say when a person is old is in- 
deed a matter of relativity. I look 
upon persons of 80 years or over as 
aged. My observations for the most 
part are on the old men in the National 
Soldiers Home in Milwaukee who ex- 
hibit the usual forms of cataract; de- 
generative hypermature Morgagnian 
cataracts are rare. 

In case the cataract has lost its 
mother-of-pearl grayness when viewed 
by oblique illumination and is distinct- 
ly milky, I approach the operation with 
much timidity. Preliminary iridectomy 
prepares the eye for less hazardous irri- 
gation of the anterior chamber. When 
the amber brown nucleus is visible, an 
attempt to remove as much of the lens 
as possible is made before irrigation is 
employed. The capsule forceps seems 
to me to be followed by quicker release 
of the hard nucleus than when the cysti- 
tome is used. 

When the lens is mature, light per- 
ception prompt, and the eye healthy 
with full anterior chamber, clear sclera 
and cornea, and tension right, any cat- 
aract technic may be selected. This 
provides of course that the patient’s 
general fitness and demeanor are cor- 
respondingly favorable. 

As I recall the run of patients, more 
than half of the number present them- 
selves while the vision is failing and 
when the cataracts are immature. It 
is at this stage that the distant and 
near vision (with glasses) are care- 
fully recorded and the fundus under 
mydriasis. In this connection I feel 
that a much better study of the fun- 
dus, as well as of the lens, can be made 
when the pupil is widely dilated. 
Euphthalmin is the favored drug. Co- 
cain dilates the old pupils slowly; one 
disk of homatropin and cocain, each 
1/50 grain, is satisfactory and has not 
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been observed to be followed by any 
increased intraocular tension. 

Preliminary iridectomy has become 
my practice in immature cataracts. 
Other things being equal the eye with 
poorer vision is operated first. Gen- 
tle massage applied directly to the lens 
with the flat iris replacer is quite rou- 
tinely done, tho the effect of this pro- 
ceeding is extremely variable. A sec- 
ond massage of this kind is occasion- 
ally repeated using the edge of the 
spatula. Puncture of the anterior cap- 
sule with the cystome, avoiding an 
incised line, is very effective. Extrac- 
tion is attempted when the details of 
the fundus cannot be seen anywhere 
thru the lens even tho there are areas 
showing some red reflex. 

Next in importance to the form of 
cataract present is the health of the 
eye. I do not view a cataractous eye 
as tho it were a healthy eye. To op- 
erate an eye that does not respond to 
light is useless; this condition is para- 
mount contraindication to cataract op- 
eration. Light perception to colored 
lights adds more cheer to the prog- 
nosis. I have seen little difference in 
the result whether the eye is myopic 
or hyperopic, tho the great majority of 
the cataract patients have shown me 
hyperopic distance glasses. 

Scars upon the cornea may influence 
the location of an iridectomy or deter- 
mine the advisability of simple extrac- 
tion without iridectomy. Results of 
iritis being frequently present, or of 
ulceration of the cornea, a wide dila- 
tion of the iris even under atropin will 
locate fine synechia either anterior or 
posterior. If the adhesions appear to 
be firm or extensive a Ziegler knife or 
similar needle knife, will sever the ad- 
hesions which operation can later be 
followed by preliminary iridectomy. 
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Do these old eyes and old people tol- 
erate these repeated operations? A dif- 
ference of opinion is justifiable, but it 
is in my opinion that these eyes do 
better this way than when subjected to 
the complete cataract extraction at one 
sitting. 

There is a consensus of opinion that 
the extraction of a cataract when the 
eye is in an attack of glaucoma is a 
very hazardous undertaking. In a less 
degree is there danger in the presence 
of chronic glaucoma. Attempts at wide 
glaucoma iridectomy, or even freeing 
of adhesions, may excite acute glau- 
coma with rapid sustained intraocular 
tension—such tension that the optic 
nerve is markedly damaged. The non- 
operative treatment of glaucoma had 
best be given a thoro trial. Relief of 
tension by sclerotomy followed by pre- 
liminary iridectomy, or the severing of 
an adhesion, may be attempted pre- 
vious to the cataract operation. 

Diseases of the eyelids should re- 
ceive careful attention. Ectropion, of 
which there are many cases in the Sol- 
diers’ Home, and entropion should be 
previously operated. Old scars from 
trachoma need not contraindicate cat- 
aract operation, if one is sure that no 
acute process is present, or that rough 
areas on the lids do not harbor other 
microorganisms. I look with suspi- 
cion upon all follicles of the conjunc- 
tiva, granular or thickened areas, or 
small swellings near the lid margins. 
Such areas should be treated for weeks 
if mecessary, cauterized, actually 
burned away or excised and the con- 
junctiva made germ free before a cat- 
aract operation. Chalazia are some- 
times very persistent in old people. 
Thoro incision and curetting of these 
lumps seems warranted. Redness and 
congestion about the roots of the eye 
lashes in old people means more than 
blepharitis marginalis with eye strain. 
Such red lid edges may be evidence of 
the bad habit of rubbing the eyes with 
soiled handkerchiefs or fingers. 

Dacryocystitis is the condition I 
most dread. Thoro treatment should 
be undertaken and completed even to 
the point of extirpation of the infected 
lacrimal sac as long as mucopurulent 


secretion, or mucus, can be squeezed 
from the tear duct. Ligature closing 
of the canaliculi is recommended by 
many writers. 

Beyond correction of the pathology 
of the globe itself and of the adnexa, I 
believe that the less you disturb these 
old people the better. One would not 
think of operating during the time of 
an acute suppurative sinuitis as he 
would not in the presence of an acute 
laryngitis, tonsillitis or bronchitis. But 
what can you do when the patient has 
had for years pus in the nose from old 
ethmoidal sinuitis? Perhaps suture 
the tear duct. If I should insist that 
all dirty teeth, necrosed and pyorrheic, 
of my cataract patients be extracted I 
fear that I would be doing but few cat- 
aract operations. However I do not 
like to see these filthy mouths, and I 
do recommend cleansing and extrac- 
tions when favored with intelligent co- 
operation. 

Disturbing bronchitis with cough, 
asthmatic tendencies, indigestion with 
belching or flatulence, and constipa- 
tion or diarrhea require appropriate and 
palliative treatment. Inevitable arte- 
riosclerosis, valvular heart disease, 
chronic nephritis and glycosuria do not 
contraindicate cataract operations. 

Having learned of the presence of 
sugar in the urine, a few weeks at- 
tention to this condition may be of 
some value, but this is doubiful in very 
old patients. Better to ascertain the 
probability of acute exacerbations and 
effects of other operative precedures 
than to worry the patient and your- 
self over possible complications. The 
history of eclampsia or uremic disease 
in women may warrant protracted 
treatment of chronic nephritis or al- 
buminuria. Fisher, in reporting de- 
lirium following eye operation refers 
to Casey Wood’s admonition: “In 
every case the condition of the bladder, 
plevis, urine and blood should receive 
attention.” The attention that can be 
given an old person is relief from ac- 
tive inflammation or distress, and after 
that you proceed with the operation. 

Delirium is very rare after cataract 
operations in the Soldiers Home. I at- 
tribute this to the fact that the pa- 
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tient is not prepared for delirium. He 
sees other patients whose cataracts 
have been remove‘/l, he visits with 
them, knows that they go their way 
unattended and use the newspapers. 
After the operation he is placed in the 
ward with other patients and no one 
seems unduly anxious over his recov- 
ery. He is instructed as to his con- 
duct in this new experience; but he is 
talked to as an intelligent person who 
is expected to cooperate with the sur- 
geon and the hospital attendants. 

The risk of delirium or acute psycho- 
sis is in my opinion inherent with the 
patient. One may word his observa- 
tions as Edward Jackson did on this 
subject: “The obscure nutritive fail- 
ure that produces senile cataract, is 
closely allied to the obscure nutritive 
deterioration that predisposes to insan- 
ity. One may suspect that such a pre- 
disposition may be lurking in a large 
proportion of patients suffering from 
senile cataract.” Two fairly recent pa- 
tients afford illustrations. One woman 
was operated in a private sanatorium. 
She refused to speak to me or reply to 
any question put by me during the op- 
eration. The special nurse was per- 
mitted to attend to the technical ar- 
rangements for the operation but the 
patient’s personal requests were trans- 
mitted thru her usual nurse. Tho vi- 
sion following the operation with 
glasses was 20/20 her manner toward 
me during the refraction was sullen 
and resentful. Another woman of most 
courteous and affable manner refused 
to keep her fingers from the dressing 
or remain quiet in bed following pre- 
liminary iridectomy. Even in my pres- 
ence the evening of the operation she 
persisted in touching the bandage, al- 
ways with some childish excuse. This 
woman had been in the sanatorium on 
two previous occasions. To complete 
the operation might place her in the 
sanatorium again. As long as her vi- 
sion permits her to walk about without 
assistance I believe it better judgment 
to defer the cataract operation. 

If I have implied that delirium ana 
acute psychosis may be suggested by 
the surgeon I should state positively 
that a nervous operator will excite ac- 
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tions on the part of the patient. The 
moment of the cataract operation is no 
time to reform the patient or break an 
80 years stubborn disposition. Prepar- 
ation for cooperation comes before the 
actual operation. If it is discovered as 
late as the completion of the anesthesia 
that the patient is unreasonable I 
would rather do an iridectomy and 
wait on the extraction than risk the op- 
eration. If the patient is upset, due to 
the presence of an excited relative, or 
has taken a personal dislike to the as- 
sistant, nurse or myself I feel that the 
result will be better to await subsid- 
ence of such idiosyncrasies. 

Rather than bump the patient in and 
out of the hospital elevator I prefer 
to operate the patient in his own bed. 
For this purpose the ordinary hospital 
bed with two mattresses and the pa- 
tient’s head at the foot of the bed is 
satisfactory. The height of the bed 
can be raised by placing a brick or sim- 
ilar block under each leg of the bed. 
At the Soldiers’ Home the bed is pre- 
pared in the surgical ward and 
screened off from the other patients; a 
private room is used in other hospitals. 


It is greatly to be desired that one 
experienced nurse be in charge of prep- 
aration and all technical arrange- 
ments for cataract operations and be 
always assigned to this service in private 
hospitals. A nurse in training may be 
palmed off in the tonsil room, or even 
for mastoid surgery, but not for catar- 
act operations. A detail of sometimes 
vital importance so often emphasized 
when I was assisting Casey Wood is 
the care and inspection of drugs and 
droppers and irrigating solutions. The 
solution used to irrigate the anterior 
chamber should not only be sterile but 
always free from lint or long cotton 
fibers. An older nurse or one with in- 
herent tact and adaptability is the 
choice for special nurse after the op- 
eration. Vail reports that Colonel 
Smith prefers that his patients be at- 
tended by their native relatives. I 
feel that the surgeons had best select 
the one or two trusty relatives, and 
suggest that the patient know that 
they are present or within call and all 
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other interested relatives or friends be 
excluded. 

I do not disturb the dressing or in- 
spect the eye before the third, fourth 
or fifth day. If there is no complaint 
let the eye heal; if pain or uneasiness 
arise inspect sooner. On completion 
of the toilet of the operation a drop 
of 20% argyrol is placed over the in- 
cision, a line of bichlorid of mercury 
(1/3000) ointment is squeezed from 
the tube between the lid margins of 


both eyes, eye pads of cotton or gauze 
applied, and both eyes bandaged. If 
delirium threatens, the bandage may be 
removed soon from the wnoperated 
eye. Adhesives on the lids to prevent 
winking, eye shields and masks have 
all been gradually dispensed with, as no 
accidents have been experienced sug- 
gesting their utility. Postoperative 
cathartic is not given before the fourth 
day and then an active cathartic such 
as magnesium sulphat. 


EYE COMPLICATIONS OF THE DISEASES OF CHILDHOOD. 
H. C. Peasopy, M.D. 


WEBSTER, S. D. 


The more common lesions of the eye occurring with the acute infections of childhood 


are here described. 


A case of blindness permanent in one eye arising in whooping cough is 


sees. Abstract of paper read before the Sioux Valley Eye and Ear Academy, July 12, 


While eye complications in the dis- 
eases of childhood are not exceedingly 
common in occurrence, it is important 
that they should be recognized early, 
the warnings that they bring taken 
heed of and the proper treatment for 
them instituted. It will be possible for 
me to mention only the most promi- 
nent instances of ocular involvement 
and I will classify them under their 
respective headings. The _ diseases 
considered in this paper with reference 
to their eye complications are scarlet 
fever, measles, diphtheria, whooping 
cough and mumps. 

Some variety of conjunctivitis is a 
common accompaniment of all these 
diseases, with the exception of ‘scarlet 
fever. It is surprising that the con- 
junctiva does not more often take part 
in the inflammation in scarlet fever, 
when we realize how common it is for 
the middle ear to become involved, 
with the added fact that the mucous 
membranes of the nose and throat are 
invariably involved. I have found that 
it is not enough to tell the nurse to 
keep the eyes washed out with boric 
solution, but we must instruct her 
carefully just how to irrigate and 
cleanse the eye properly, and how to in- 
stil a bland ointment in order to prevent 
the adherence of the lids and the sub- 


sequent danger of injury to the cornea, 
when the lids are forcibly opened. 

ScarLet Fever. Albuminuria accom- 
panies nearly all cases of scarlet fever. 
The most severe renal complication is 
that designated as postscarletinal neph- 
ritis (a diffuse nephritis), usually de- 
veloping during the 3rd or 4th week 
of the disease and following the mild 
as well as the severe cases. An al- 
buminuric retinitis, or a uremic amaur- 
osis, very suddenly developing, may 
occur. The retinitis, in itself, presents 
a good prognosis, owing to the youth 
of the patient; and like the renal af- 
fection of pregnancy, it occurs often 
with a benign kidney lesion. 

Optic atrophy in proportion to the 
retinal destruction may be expected. 
In differentiating the retinitis from the 
uremic amaurosis, we find in the blind- 
ness resulting from the uremia, that 
the pupil still reacts to light, showing 
that the affection cannot be in the eye 
or optic nerve but must be higher up 
as a result of poisoning; also, in 
uremia, the blindness is sudden and 
complete, and the ophthalmic findings 
are negative. Optic neuritis, orbital 
cellulitis, purulent choroiditis, and ul- 
cus serpens are very rare complications 
of scarlet fever. 

Meastes. As is well known, this 
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disease, in the first stages preceding 
the eruption, is characterized by ca- 
tarrhal symptoms of the nasal mucosa, 
photophobia, epiphora and a hyperemic 
conjunctivitis which generally disap- 
pears after two or three weeks with- 
out bad results. 

In .order to overcome the photo- 
phobia, these children develop a 
marked blepharospasm which later in- 
creases the conjunctivitis so that a 
vicious circle is established. Only in 
exceptional cases does the conjuncti- 
vitis become blennorrheal. It is in these 
cases that the cornea is endangered. 
In poorly nourished children, a chronic 
condition is often the end result. In 
addition to the routine treatment al- 
ready suggested, Holt brings out a fine 
point in protecting the sensitive eyes 
of the patient, e.g., that the bed should 
be screened, but not to exclude the sun- 
light from the sick room. 

DipnTtHertA. In this disease, eye 
symptoms play a very important part. 
The widespread effects seen in diph- 
theria are due to the action of the 
toxins, which the bacillus produces 
during growth on mucous membrane. 
We may have a severe diphtheritic 
involvement of the eyelids and con- 
junctiva, as all mucous membranes are 
subject to the disease process. For- 
tunately tho, the condition is rare and 
is probably due to accidental infection 
rather than to extension thru the lac- 
rimal duct. Before the advent of anti- 
toxin, this almost invariably resulted 
in destruction of the eye. In the more 
severe true diphtheritic form, the 
cornea rarely escapes. If the entire 
area of the conjunctiva is: infiltrated 
and rigid, the cornea is irretrievably 
lost. The prognosis, therefore, in the 
severe cases is very serious as regards 
the eye. 

The most interesting and the most 
common eye complications in diph- 
theria are the paralyses which develop, 
usually making their appearance dur- 
ing the latter part of the disease or 
often weeks later. It may follow cases 
so mild that a diagnosis of diphtheria 
was never made. Rose reports in 171 
collected cases of diphtheria that the 
eyes were involved in 77 of the cases, 
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in 54 of which the muscles of accom- 
modation were involved. Rolleston re- 
ports 477 cases with ciliary muscle in- 
volvement in 236, or 53%, and extra- 
ocular muscle involvement in 80, or 
18%. Diplopia in the extrinsic paraly- 
sis and inability to read in the intrinsic 
cases are the most common complaints. 
The prognosis for these cases is as a 
rule very good. 


Mumps. Edema of the lids may oc- 
cur. Conjunctivitis as well as chem- 


osis of the conjunctiva, the latter due 
to compression of the vessels of the 
neck, occurs. The lacrimal gland may 
participate in the involvement. Optic 
neuritis, iritis and ocular paralysis 
have occasionally occurred. In a num- 
ber of instances, permanent blindness 
results, Woodward collected twenty 
three cases of optic neuritis and neuro- 
retinitis. 

Wuoortnc Coucn. Conjunctivitis 
and epiphora are common in the pro- 
dromal stage. Photophobia and my- 
driasis may indicate the transition 
from the catarrhal to the convulsive 
stage. The extensive hemorrhages 
which, owing to the violent coughing, 
may be subconjunctival or even orbital 
are important. In the latter case, they 
may be so severe as to cause a prop- 
tosis. Cerebral hemorrhages may give 
rise to complications. Hemorrhages 
into the meninges are far more com- 
mon than those into the brain itself. 

Case. C. J. Age 4. Sex, male. Per- 
sonal and family history, negative. 
First week of January, 1921, he came 
down with whooping cough. Spasms 
of coughing very hard and frequent. 
During the first part of March, the 
coughing spells had begun to subside 
in frequency, but their severity re- 
mained about the same. About March 
23rd, the child developed a bronchial 
pneumonia. The first eye symptoms 
noticed by the parents were on the 
26th, during the time the child was 
having convulsions. The father states 
that the eyes appeared glassy, and the 
child kept his eyes closed all the time. 
My assistant saw the patient on the 
28th of March. Both eyes were closed, 
marked photophobia, moderate swell- 
ing of the lids, both eyes protruding, 
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both pupils markedly dilated, neither 
reacted to light. Both eyes rotated out 
and upward. No meningeal manifesta- 
tions elicited. Within a week the 
movement of left eye was normal, with 
vision returning gradually reacting 
more and more to light, right eye re- 
maining the same. Within a day or 
two after this I first saw the case. Ex- 
amination disclosed the following: 
Right pupil completely dilated, no re- 
action to light. An exotropia of about 
15°, combined with a hypertropia of 
about 10°, present. Fundus was nega- 


tive. Unable to determine any vision 
whatever. Left eye: Vision for small 
objects. Pupil reacting to light. 


Fundus examination showed a small 
hemorrhage just above the disc. 

The parents were instructed to bring 
the child into the office for further ex- 
amination as soon as he had sufficiently 
convalesced. It was not, until the 
28th of June, that I saw the case again, 
the child having had three or four 


H. C. PEABODY 


relapses. Right eye still turned out 
and up, but only about 5°. There was 
no reaction to light with the good eye 
closed, altho the child slightly jerked 
when I threw the ht into the eye. 
Light cast in left caused both pu- 
pils to contract. No limitation to eye 
movements in either eye. Right 
fundus examination, possibly a slight 
pallor of the disc. The small hemor- 
rhage had disappeared from the left. 
Ears, nose and throat, sinuses and 
teeth, as well as physical examination, 


‘were negative. 


It will not be out of place in this con- 
nection to mention some of the eye 
complications or sequelae which are 
not necessarily of the diseases of child- 
hood mentioned. In the cachexia fol- 
lowing severe cases, we may have in- 
filtrative as well as suppurative in- 
volvements of the cornea which at 
times have led to the loss of the eye by 
panophthalmitis. Fortunately this is 
rare. 
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NOTES, CASES AND INSTRUMENTS 


THE USE OF IODIN IN CORNEAL 
ULCERTION. 


Dr. Harry W. WoopruFF 
JOLIET, ILLINOIS 


The communication of Dr. Harold 
Gifford on the use of tinctur of iodin 
in herpetic corneal ulceration (see 
Amer. Jour. Ophth., Aug. 1921, p. 604) 
prompts me to write of a similar solu- 
tion of iodin and of a method of appli- 
cation which adds greatly to its effec- 
tiveness. My attention was called to 
the following solution in an article in 
the Journal Amer. Med. Assn. by 
Dr. Talbot, a Chicago dentist, several 


years ago. 
15 
25 
50 
Distilled Water........... 10 


This solution is not as fluid as the 
tinctur of iodin and also does not 
evaporate rapidly The position of the 
patient when making the application is 
also important. If the patient is re- 
cumbent or in such a posture that the 
ulcer is pointing straight upward the 
thick concentrated iodin solution will 
more readily remain in the furrow 
caused by the ulceration. This may be 
allowed to remain for several minutes 
and more may even be applied with 
ioss danger of the healthy corneal tis- 

being affected. Naturally this 
trea ment is also of value in the deeper 
forms of ulceration, as the concentra- 
tion of the solution and its longer ap- 
plication increases its effectiveness 
many times. 


PANOPHTHALMITIS FOLLOW- 
ING PERFORATION OF THE 
GLOBE BY A PIECE OF 
BURST BUTTON. 


W. Gorpon M. Byers, M. D., 
MONTREAL, QUEBEC. 


Ruth L., aged 13, was brought to me 
with the statement that her eye had 
been “cut” five days previously, while 
playing “buzz-saw,” that is, the com- 
mon game of causing a button to re- 
volve rapidly in opposite directions by 
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alternately tightening and relaxing a 
loop of string threaded through the 
button. 

The clinical picture was that of a 
well established panophthalmitis. In- 
fection had obviously taken place 
thru a large gaping wound, which lay 
just outside of, and closely paralleled, 
the upper-inner fifth of the cornea. 
The opening was filled with uveal tis- 
sue, and the pupiliary area, irregular 
from the prolapse of iris, was occupied 
by grayish-yellow exudation. There 
was a faint red reflex only from the 
fundus. V. = p.l.; but the projection 
was faulty to the left and up and down. 
T. slightly reduced. 

An enucleation was done; and at 
the moment of severing the optic 
nerve, half of a “Mother-of-Pearl” but- 
ton, about three quarters of an inch in 
diameter, with a thinned edge, was 
expelled from the wound. The sub- 
stance of the button seemed more por- 
ous and friable than usual. It had ap- 
parently been made from a poor piece 
of shell, or from shell of an inferior 
type. 

Injuries to the eye from the game 
of “buzz-saw” have apparently not 
heretofore been reported; but this case 
shows, unfortunately, that it is liable 
at times to be followed by serious con- 
sequences. 


CARE OF THE EYE FOLLOWING 
REMOVAL OF SMALL FOR- 
EIGN BODIES FROM 
THE CORNEA. 


Wu. C. Bang, M.D. 
DENVER. 


Read before the Colorado Congress, July 
29, 1921. 

Those of us caring for the eyes of 
railway employees and mechanics in 
machine shops have from time to time 
under our care a goodly number of 
eye cases having small foreign bodies 
in the cornea. The most troublesome 
cases to me have been those who have 
received first aid by a local surgeon or 
by a fellow-workman who has endeav- 
ored to remove the foreign body. 

The foreign bodies are mostly de- 
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posits of emery; some of hot cinders, 
and occasionally small bits of metal. 
Those with metal of any size are, as 
a rule, sent to us at once without treat- 
ment other than a protecting cover. 
The first treatment consists of removal 
of the foreign body under local anes- 
thesia by sterile spud or spear pointed 
instrument. 

The best illumination and magnifica- 
tion obtainable should be made use of. 
My object in presenting this subject 
is to emphasize the importance of the 
after dressing and care to obtain the 
most rapid healing and minimum scar. 

There was a time when, after re- 
moval of the foreign bodies, (a cin- 
der or bit of emery), I dismissed the 
patient without any protection to the 
eye, and seidom was any after atten- 
tion required. An occasional patient 
came for after attention, owing to slow 
healing or ulceration from infection. 

In recent years I have had impressed 
upon me the importance of sealing the 
eye for 24 or more hours after the re- 
moval of the foreign body. There are 
three reasons for such a measure. 
First, the corneal tissue normally does 
not have any blood vessels, but re- 
ceives its nourishment by imbibition, 
second, the closing of the eye prevents 
the admittance of infection thru the 
dust coming in contact with an open 
wound, and third, movement of the 
lid causes discomfort which is mini- 
mized by a compress bandage. 

Immediately after removal of the for- 
eign body, I apply some sterile vase- 
line in the palpebral aperture, then a 
small triangular pad of gauze with cot- 
ton between its layers, and adhesive 
strips retain the pad on the closed eye- 
lids. (Method of covering the eye 
demonstrated). The patient is advised 
to leave the pad undisturbed for 24 
hours and to return for further atten- 
tion if the eye is not comfortable. 
Otherwise the pad can be removed. If 
a second visit is made fluorescein is 
used to determine whether or not the 
healing is complete. As a rule the 
corneal wound is found healed. It is 
surprising how rapidly nature will fill 
the gap and cover it with epithelium. 
After a corneal abrasion with loss of 
considerable of the epithelial layer, 


upon sealing the eye it is surprising 
how rapidly the destroyed epithelium 
is reformed. 

A patient with denuded area comes 
complaining of the eye being painful. 
After cleansing under local anesthesia 
and the application of a simple oint- 
ment and sealing of the eye, the pain 
ceases. 

Subsequent to furnishing the topic 
for this paper, I read with special in- 
terest a paper by Dr. J. Ellis Jennings 
on “Removal of Foreign Bodies From 
the Cornea and Treatment to Prevent 
Ulceration.” (Mo. State Med. Ass’n. 
v. 16, p. 263, Aug. 1919.) 

I most heartily approve of Dr. Jen- 
nings’ conclusions in which he advo- 
cates thoro removal of the foreign 
body and the application of a protect- 
ing bandage for 24 to 48 hours. 


FOLLICULAR CONJUNCTIVITIS 
OR TRACHOMA? 


J. R. M.D. 
WACO, TEXAS. 
P ae before the Colorado Congress, July, 
21. 


I have chosen this subject because 
of the controversies that have arisen 
out of surveys made by the U. S. Pub- 
lic Health Service of the Public Schools, 
especially in the South. In some of 
these surveys nearly every case of fol- 
licular conjunctivitis, folliculosis or 
vernal conjunctivitis, has been pro- 
nounced trachoma. 

It would be a sad condition of affairs 
if their findings had all been correct. 
As a matter of fact, in my examina- 
tions of our Public Schools for the past 
six years, I have found less than one- 
half of one per cent of the school chil- 
dren have trachoma. We are treating 
this subject from the standpoint of a 
clinical inspection without going into 
the laboratory or microscopic findings. 

We find many cases of folliculosis 
where we have no history of the child 
having suffered any inconvenience from 
the condition. 

In follicular conjunctivitis we find 
the same small pinkish follicles, or the 
follicles may stand out in great rolls, 
with the addition of an inflammation 
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and some small amount of secretion. 
This condition is seen mostly in young 
children. 

Vernal catarrhal conjunctivitis more 
nearly resembles trachoma, but the 
peculiar bluish appearance of the con- 
junctiva without the distinctly en- 
larged capillary vessels, the peculiar 
white, frothy, sticky secretion, the vio- 
lent itching of the lids, and the distinct 
acute attack in spring and the much 
more tolerable condition in winter, 
make up the picture for vernal con- 
junctivitis. 

We divide trachoma into three 
stages; the follicular, the papillary or 
hyperplastic, and the cicatricial or con- 
nective tissue stage. 

Among our school children, we have 
to do almost entirely with the follicular 
stage of the disease. Occasionally we 
see one in the papillary stage. It is 
unusual to find a case of trachoma in 
young children, but I have seen a few 
cases aS young as six years, where 
there were adult cases in the family. 

The onset sometimes is very insid- 
ious, without any distinct inflamma- 
tory process. We find the distinctive, 
grayish white, semitransparent bodies, 
that have been called sago-grain gran- 
ulations. They may be disseminated 
or in rows. They are mostly confined 
to the palpebral conjunctiva and the 
upper retrotarsal fold. 

The mucous membrane, that con- 
tains the trachoma bodies which fill 
up the tissues, is pale or yellowish red. 
Later, as the inflammatory stage prog- 
resses with an occasional exacerbation, 
we find additional discharge that sticks 
the edges of the lids together. After 
this stage has been reached, there is 
no controversy about the diagnosis. 


PANOPHTHALMITIS OF EN- 
DOGENOUS ORIGIN. 


F. S. Coox, M.D. 
EAU CLAIRE, WISCONSIN. 


Mrs. S., referred to me August 19, 
1920, complaining of severe pain in 
right eye of two days duration. 

Past history: Had been perfectly 
healthy up to four days ago, when she 
had a slight headache, increasing in 


severity, and localizing in the right eye 
in the morning of the second day. Be- 
gan menstruating at this time. The 
pain in the eye, towards night of the 
second day, became severe and she put 
“musterole” on the forehead and eye 
lids at this time. Pain increased in 
severity and a doctor was called, who 
gave her morphin, also used eserin in 
the eye as he could detect an increased 
tension. Next day, lids were swollen 
and eyeball was very hard, pain severe 
and no vision. I saw her the first time 
at noon on the third day. 

The eye presented the following con- 
dition: Lids swollen, conjunctiva in- 
jected, movements limited, some ex- 
ophthalmos, cornea flat, striated and 
opaque. Infiltration was in the deep 
layers of the cornea. Tension 60 mm. 
(Gradle Tonometer). Temperature 
102, nose normal, no pus, no evidence 
of ethmoid disease. X-ray report shows 
frontal, ethmoid, sphenoid and antra 
clear. No apical abcess. General ex- 
amination by an internist reported neg- 
ative, urine negative, blood count, red 
cells 4,500,000, whites 9000, H. B. 85%. 
Smears from the eye show micrococ- 
cus catarrhalis. She was put in the 
hospital, eserin gr. 1 to the oz., 1 drop 
in the eye every hour. Hot packs, 20 
minute every hour and mag. sulp., mor- 
phin to control pain. Next day, Aug. 
20th, pain was still severe in spite of 
morphin. There was marked swelling 
of the lids and exophthalmos was more 
marked, eye almost stony hard. There 
were marked lines of pressure on cor- 
nea. Eserin was discontinued and hot 
mag. sulp. stupes put on the eye. At 
this time the eye seemed to be rushed 
down and out. White count was 15,- 
000. Deep incisions were made in the 
orbit under nitrous oxid. No pus could 
be located. Canthotomy was done. 
Patient put in a restless day, tempera- 
ture 102 6/10°. By night cornea was 
sloughing. The question of enucleation 
vs. evisceration was discussed pro and 
con and enucleation decided on for the 
reason we had not been able to locate any 
pus in the orbit and felt reasonably sure 
it was there. 

Operation was performed August 
21st, five days after first symptom. 
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Right eye enucleated, tissue very ede- 
matous. On incision of Tenon’s cap- 
sule, a few drops of pus were found at 
the outer angle. The eye ball was rup- 
tured in two places in freeing adhes- 
ions, vitreous escaped. Vitreous fluid, 
cloudy and looked like pus. Cornea was 
completely ulcerated. Palpation of or- 
bit, after eye ball was removed, did not 
disclose any localized pus or thickening 
of periostium over ethmoid region. 
Guttapercha drain was put in center, 
Conjunctiva sutured. Convalesence 
was uneventful. Temperature dropped 
to normal on second day after the op- 
eration and continued so. On the sec- 
ond day patient complained of pain ir 
the right shoulder, no redness or sweli 
ing. This disappeared on the fourth 
day with no other treatment than heat. 
Discharged in two weeks. 


Pathologic Report by Dr. King, 
Pathologist. 


Gross Specimen: Cornea hazy, ulcer- 
ated,ciliary body covered with fibrinous 
exudate. Retina greatly thickened and 
thrown in ridges. Section shows cornea 
denuded of epithelium. Entire thickness 
shows massive invasion of polymorpho- 
nuclear leucocytes. The ciliary body is 
thickly sprinkled with poiys and red 
blood cells. The ciliary muscle shows 
invasion. The ciliary processes are em- 
bedded in an exudate of fibrin and polys. 
The retina shows the same exudate and 
masses of polys are seen in the choroid 
and sclera. Hyperemia marked thruout. 
Bacteriologic findings of exudate. Many 
chains of streptococci. Diagnosis: Sup- 
purative Panophthalmitis. 


Comments 


Here is a case of panophthalmitis of 
endogenous origin, coming on in a 
strong, healthy woman, without any 
apparent foci of infection. The only 
disturbance was her menstrual period. 
Could the embolus come from the dis- 
tended venous sinus of the uterus? We 
are told this uterus is the most pro- 
ductive place of emboli. The early 
stages presented the typical picture of 
acute fulminating glaucoma. The in- 
creased pressure, no doubt, was due to 
the swelling of the orbital tissue press- 


ing on the back of the eyeball and the 
eyeball being held back by the lids, 
muscles, etc. There was no pus in or- 
bit and no rupture of the globe previ- 
ous to operation. What was the cause 
of the cellulitis? Our classics tell us 
that we get cellulitis in panophthal- 
mitis of endogenous origin, but it is 
late and after a rupture of the globe 
has taken place. 

Fuchs’s tell us that Tenon’s capsule 
may be implicated in inflammation of 
the eyeball, so that the inflammatory 
edema develops in the capsule itself 
and in the adjoining cellular tissue of 
the orbit, and that the eyeball is thus 
pushed forward. Hence a slight de- 
gree of exophthalmus is sometimes 
found in severe cases of irido-cyclitis 
and in panophthalmitis. Could this be 
due to the secondary invasion of the 
Tenon’s capsule thru the ciliary veins 
of the globe? 

Ball says that inflammation of the 
choroid by metastases fortunately is of 
rare occurrence. It has been found dur- 
ing cerebro-spinal meningitis, typhoid fe- 
ver, scarlet fever, puerperal fever, ery- 
sipelas, mumps, caries of the cranial 
bones, ulcerating endocarditis, septice- 
mia following surgical operations and 
compound fractures, and in the course 
of pneumonia due to influenza. The ex- 
istence of purulent choroiditis as a met- 
astatic affection was established by Vir- 
chow in 1856. Both eyes are usually af- 
fected, one after the other. Bull, of New 
York, who has carefully studied six cases 
occurring in the course of grippe-pneu- 
monia, and has made two autopsies, states 
that the microorganisms found in such 
cases are the staphylococcus albus and 
aureus, the streptococcus pyogenes, and 
the pneumococcus. Postpartum metas- 
tatic choroiditis usually appears between 
the sixth and fourteenth days after de- 
livery and is more frequently unilateral 
than bilateral. It is a sign of the gravest 
import. Of sixty-three cases collected by 
Axenfeld, twenty-two were bilateral. 
Prognosis as to life, in unilateral cases is 
good ; on bilateral, usually fatal. Of nine 
cases observed by Hirschberg, all died. 
Recoveries however, have been recorded 
by Kipp and Wood. Kipp’s case was 
unilateral, and Wood’s was bilateral. 
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Hansell in the Annals of Ophthalmol- 
ogy of 1912, reports a case coming on 
during the course of acute inflammatory 
rheumatism. The patient died at the end 
of the third day. Cultures from the blood 
showed streptococci, but none could be 
found in the eyeball. 

Graefe and Saemisch make the state- 
ment that it is not always possible to find 
a localized source of pus; and in such 
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cases, one must assume that the bacteria 
have entered the body thru a mucous 
membrane without having excited evi- 
dent inflammation. 

Axenfeld tells us that metastatic oph- 
thalmia is due primarily to the introduc- 
tion of septic masses into the capillary 
vessels of the eye. In the binocular form, 
the first tissue to be infected is the retina; 
in the monocular, the uvea. 
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Reports for this department should be sent at the earliest date practicable to Dr. 


Harry S. Gradle, 22 E. Washington St., Chicago, Illinois. 


These reports should present 


briefly the important scientific papers and discussions. 


COLLEGE OF PHYSICIANS OF 
PHILADELPHIA, SECTION 
ON OPHTHALMOLOGY. 


May 17, 1921. 
Dr. G. OrAmM RING, CHAIRMAN. 


Double Coloboma (Nasal and Tem- 
poral) of the Optic Nerve. 


Dr. B. ALEx. RANDALL reported the 
history of a young woman, whose left 
eye, hyperopic with practically normal 
vision, has shown no change in the 12 
years she has been under observation. 
Instead of a vertically oval disc as on 
the right, she presents a large hori- 
zontally oval disc with deep central 
porus and absorbing crescents of the 
choroid at both lateral margins. With- 


in these, defined by no “scleroid ring,” 


each disc margin shows a dark “bot- 
tomless” depression, sharp-cut out- 
ward: the one to the nasal side hav- 
ing the upper nasal vessels passing 
under its margin, somewhat as the 
other upper vessels are related to the 
steep edge of the porus. There is no 
trace of a colobomatous gap in the 
choroid or iris. Vision and refraction 
are equal in the two eyes. 

It is a matter of interest that the 
grandmother presented to the nasal 
side of her left eye a horizontally oval 
lesion of the choroid, that might read- 
ily have been mistaken for coloboma. 
He had seen this, however, in its first 
stage as a patch of choroiditis, in the 
center of which a bleb of retina was 


detached by exudate which ruptured 
into the vitreous and was absorbed, the 
vague yellow patch of inflamed choroid 
then going on to atrophy, with pigment 
heaping at its margins. The first stage 
of this condition is beautifully shown in 
Jaeger’s plate, but so far as he knew 
there is no recorded observation of the 
later stage, as he had the chance to 
observe it thru a series of years. 


Capsulo-Muscular Advancement With- 
out Incision. 

Dr. S. Lewis ZrecLer exhibited a 
second case of his simplified operation 
to supplement the one shown before 
the Section about a year ago. 

A capsulo-muscular advancement of 
the external rectus of left eye was per- 
formed by suture alone, without in- 
cision, which brought the eye almost 
into position. This was accomplished 
by grasping the muscle thru the 
conjunctiva, about 12 mm. back from 
the cornea, and entering a double 
armed suture by a whip-stitch, first 
thru one margin of the muscle and 
then thru the other. The needles 
were then carried forward over the 
conjunctiva in a line parallel with each 
muscle margin and inserted in the 
sclera at the junction, deeply enough to 
secure a firm scleral anchorage. The 


suture was tied in a double surgical 
loop, and the tissues drawn forcibly 
forward until the necessary reposition 
was secured, when the second loop of 
the knot was tied. 
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This advancement was supplemented 
by an exploratory incision over the in- 
ternal rectus of the same eye thru 
which the tenotomy hook was passed 
and the muscle stretched above and be- 
low. In doing this a small adhesion 
of the capsule above was found and in- 
cised, which relieved the hypertropia 
and brought the eye back to normal 
level. A partial tenotomy of this 
muscle was also performed which in- 
creased the freedom of excursion. 

A Liebreich patch was worn for a 
few days. A slight crumpling of the 
muscle was evident for one week. 
There was no inflammatory reaction 
but redness persisted for one month. 
The single external suture was easily 
removed on the twelfth day. 

Examination now reveals excellent 
parallel movement of the eyes in all 
directions with complete restoration of 
excursion to the left side. The eyes 
are perfectly straight, altho a slight 
tendency to overconverge is some- 
times noticed when glasses are omit- 
ted. 

The result shows that three difficul- 
ties have been overcome: 

(1) Overconvergence from sup- 
pressed image, O. S., relieved by cap- 
sulo-muscular advancement of ex- 
ternal rectus. 

(2) Old contraction of capsule and 
internal rectus from disuse, relieved by 
stretching and partial tenotomy. 

(3) Hypertropia from adhesion of 
capsule at upper margin of internal 
rectus O. S., relieved by division of the 
adhesion. 

Discussion. Dr. H. F. Hansell. The 
simplicity of Dr. Ziegler’s operation 
riakes a strong appeal for its perform- 
ance in preference to those in which the 
conjunctiva is incised, the capsule of 


Tennon opened, and the tendon sepa- 


rated at its attachment, or muscular 
tissue excised. In this patient and in 
the one that Dr. Ziegler previously ex- 
hibited to the Section, the advancement 
or shortening was combined with ten- 
otomy of the internus. I suggest that 
equally good or better traction on the 
sutures could be obtained with the 
scleral anchorage made by almost hor- 


izontally inserted needles rather than 
by their vertical insertion. 

Dr. Zentmayer said that, in this case, 
as well as the one previously shown by 
Dr. Ziegler, the capsulo-muscular ad- 
vancement had been combined with a 
tenotomy of the antagonist. Almost 
any advancement operation, if com- 
bined with a tenotomy of the antagon- 
ist will give a good primary result. 
Until a case is shown in which no 
tenotomy has been done, it will be im- 
possible to judge of the merits of Dr. 
Ziegler’s ingenious procedure. 

Dr. Ziegler said, in reply to Dr. Han- 
sell, that he purposely did not converge 
the sutures before anchoring, as this 
would distort the tissues at the point 
of fixation and would not maintain the 
parallel traction which he considered an 
essential factor in securing a good re- 
sult. In answer to Dr. Zentmayer’s 
query as to how much of the effect is 
due to advancement of the muscle and 
how much is due to division or weaken- 
ing of the opposing muscle, it is only 
necessary to measure the effect of the 
advancement as soon as the operation 
is completed, providing binocular 
vision is good enough to elicit diplopia. 

He wished to emphasize the need of 
searching for capsular adhesions on the 
side of the contracted muscle which 
often nullify all efforts to correct the 
strabismus. This can be done by pass- 
ing the tenotomy hook thru a small 
incision in the conjunctiva and explor- 
ing the tissues both above and below 
the muscle. If the hook fails to pass 
freely, the scissors can be slipped into 
the conjunctival opening and the ad- 
hesion gently divided without disturb- 
ing the relations. It is often surprising 
how this simple maneuvre may con- 
vert an apparent failure ino a success. 
In this case it relieved the hypertropia 
chiefly. 


Electrically Tinted Optical Glass. 


Dr. Sipney L. Otsno (by invitation) 
presented specimens of optical lenses 
treated by exposure to X-rays produced 
by a special, selfrectifying, air and 
water cooled tube, in an apparatus re- 
cently perfected. Under this process, 
American crown glass assumes a light 
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amber tint after an exposure to 100, 
50 K. V. for two minutes. Longer ex- 
posure deepens the color. The process 
is therefore under control. German 
optical glass develops an amethyst 
cast. For details of this process see 
Dr. Olsho’s paper, p. 644, A. J. O., 
September, 1921. 

Discussion. Dr. Zentmayer. It seems 
this glass is an artificially produced 
amethyst glass offered as a substitute 
for amethyst glass produced by the 
action of the sun’s rays on certain kinds 
of window glass. My recollection is 
that in the table put out by the Bureau 
of Standards, amethyst glass ranks 
low in its power of absorption of ultra- 
violet rays, whereas for this glass the 
claim is that it absorbs a very large 
percentage of these rays. 

Dr. Olsho stated that the chart sub- 
mitted shows the affinity of these lenses 
for the absorption of ultraviolet rays. 
The amber tinted lenses are the more 
effective. 


Multifocal Lenses. 


Dr. Swwney L. (by invitation) 
presented specimens of finished multi- 
focal lenses, which are designed to 
take the place of invisible bifocal 
lenses and were first described to the 
Franklin Institute, in this city, by their 
inventor, H. O. Gowlland, of Montreal. 
The lower or reading portion of this 
lens presents a continuous variable 
curve. The periphery of the lower 
portion is indiscernible. From this 
periphery there is a gradual accretion 
of power to the reading centre, the 
limit being the addition ordered. The 
lenses are toric in form, ground on a 
constant —6 D. base, with additions up 
to3 D. Any combination is secured by 
surfacing the other side. 

The advantages claimed for this 
lens are: The possibility of embody- 
ing in one lens, powers for the inter- 
mediate distances between infinity and 
the reading distance. There is no 
sharp jump from the distance to the 
near focus. The wearer is supposedly 


able to select a focus for any inter- 
mediate distance at will, or may bring 
matter requiring closest scrutiny into 
the zone controlled by the carefully 
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positioned centre. The field for close 
work is more restricted than in the 
ordinary bifocal, but this restriction 
is to some extent counterbalanced by 
the multiple range. These lenses are 
known under the trade name “Ultifo.” 


Groenouw’s Nodular Keratitis. 

Dr. Wm. ZENTMAYER presented a 
woman, aged sixty-eight years, who 
had discovered accidentally four years 
ago that the vision in the left eye was 
much impaired. There was nothing in 
the personal or family history bearing 
on the ocular condition. The cornea of 
the eye showed a group of capacities 
of greenish-gray color, varying in size 
from one-half to three mm. and of dif- 
ferent contours, one or more of them 
having a sigmoid shape. The lesions 
were situated immediately beneath the 
epithelium, which was elevated irreg- 
ularly, giving to the surface of the 
cornea an unevenness. There was no 
ciliary injection and no history of past 
inflammation. The right eye showed 
the beginning of a similar condition. 
He expressed the belief that the 
process was probably a dystrophy, but 
doubted whether tuberculosis was an 
etiologic factor in this particular type 
of degeneration. 

Central Exudative Retinitis. 

Dr. WM. ZENTMAYER exhibited a 
man, aged fifty-one years. Dimness of 
vision of the left eye was first noticed 
January 1, 1921. In November, 1920, 
he underwent an ocular examination 
in the railroad service, and the vision 
at that time was normal. The loss of 
vision was accompanied by marked 
metamorphopsia and halos. One year 
ago the patient was ill for several 
weeks, the condition being diagnosed 
as nervous prostration. Aside from 
the ordinary diseases of childhood, this 
was‘ his only illness. No history of 
injury. Family history negative, von 
Pirquet and Wassermann negative. 
V. R. E., 6/5; L. E., 6/30. External 
conditions normal. Field of vision, 
right eye slight temporal contraction, 
left eye temporal contraction with a 
central positive scotoma. 

Ophthalmoscope: The right eye 
showed in the macular region a group 
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of grayish-white, irregular shaped 
lesions averaging about the diameter 
of the first branch of the vessels, oc- 
cupying an area two-thirds the dia- 
meter of the disc and having some- 
what of a rosette arrangement. In the 
left eye there was an exudation in the 
macula about four times the disc in 
size, with an elevation of about 1 mm. 
There was a corona of hemorrhage sur- 
rounding its margin. Because of the 
normal functioning of the right eye, the 
lesion was looked upon as a hyalin de- 
generation. In the left eye the etio- 
logic factor had not as yet been deter- 
mined. 


Foreign Body Occupying the Orbit 
and Accessory Sinuses. 


Dr. T. B. Hottoway gave the history 
of an injury to the right eye in a boy, 
aged sixteen years, by the explosion of 
a piece of wropght iron pipe, which 
had been loaded with powder. At the 
time of the explosion he was ten feet 
from the improvised cannon. Exam- 
ination July 26, 1920, three weeks after 
the injury, showed a scar, 5 cm. in 
length, which extended across the mid- 
dle of the nose. Moderate proptosis 
of the right eye and marked chemosis 
of the bulbar conjunctiva. Cornea 
hazy, anterior chamber deep, iris dis- 
colored, and pupil vertically oval and 
inactive. Complete loss of outward ro- 
tation and dist .ct impairment of the 
other ocular muscles. A grayish reflex 
from the vitreous by oblique illumina- 
tion. Tension minus 2; no l. p. No 
mass could be felt about the globe, 
there was slight tenderness over the 
lower and inner part of the orbit. Left 
eye negative, vision 6/6. _ 

An X-ray examination revealed an 
enormous foreign body, the lower end 
of which appeared to be free in the 
nasal cavities with the upper end 
lodged in the orbit. As extraction 
from the orbit would be impossible 
without breaking down the inner 
wall, Dr. George Fetterolf was called 
in consultation. He reported “at nasal 
examination there could be seen and 
felt a metallic mass at the anterior part 
of the right nasal cavity between the 
middle meatus and the septum. Under 


ether a pair of strong forceps was ap- 
plied to the mass and by the use of 
considerable force and after loosening 
by lateral movements, withdrawal of 
the foreign body was effected. It 
proved to be a horizontal section of an 
iron pipe measuring 42 mm. in length 
by 12 mm. in breadth. Removal was 
followed by a small amount of bleed- 
ing.” 

When the patient was last seen on 
February 17, 1921, the globe still 
showed a slightly pinkish-yellow injec- 
tion and distinct evidence of atrophy. 
No view of the fundus was possible. 


An Illuminated Perimeter with Campi- 
meter Features. 


Drs. C. E. Ferree and G. Ranp, of 
Bryn Mawr College (by invitation), 
exhibited an apparatus devised in re- 
sponse to a request from a committee 
of the American Ophthalmological So- 
ciety, for a feasible means of illuminat- 
ing the perimeter arm with light of 
good intensity and quality, so that 
every point on the arm in any meridian 
in which it might be placed would re- 
ceive equal intensities of light. In- 
tensity and quality of illumination, 
however, are only two of the factors 
which influence the results of the 
perimeter determination. In devising 
the apparatus provisions have been 
made, therefore, for the control of 
other factors which are of importance. 
Some of these controls are: 

(1) Every point of the perimeter 
arm in any meridian in which it may 
be placed receives light of equal inten- 
sity and of approximately daylight 
quality by ammeter and rheostat con- 
trol. The instrument can be operated 
on any 110 volt circuit and the results 
obtained with it are absolutely inde- 
pendent of the variability of daylight 
illumination. 

(2) Provision is made so that the 
eye, just before receiving the color 
stimulation, is preexposed to a surface 
of the brightness of the color as seen 
at the limits of the color field. The 
colored stimulus is surrounded also by 
a field of this same brightness. Va- 
riability in these two factors alone 
may change the limits as much as 20 
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degrees in some meridians. A further 
advantage is gained by making the 
background of the same brightness as 
the color:—the stimulus disappears 
completely when the limits of sensitiv- 
ity to the color is reached, instead of 
turning into a gray, concerning the 
colorlessness of which the patient is 
apt to be in doubt. This gives the 
effect of the disappearance type of 
photometer and adds greatly to the 
ease and certainty of making the judg- 
ment. 

(3) Accurate provision is made for 
maintaining the eye at the center of the 
sphere in the surface of which lies the 
perimeter arm and of holding a con- 
stant and steady fixation. The quick 
adjustment of the eye is facilitated by 
three rack and pinion motions. Con- 
stancy of relation of the meridians of 
the retina with the meridians of the 
field of vision as laid off by the peri- 
meter arm is secured by an especially 
devised, shape-conforming headrest. 

(4) An attachment is provided for 
controlling the fixation of patients with 
a central scotoma or pathologic blind 
area. With the eye properly adjusted 
for taking the fields, these patients are 
not able to see a central fixation ob- 
ject. 

(5) In order to provide for the map- 
ping of the normal blind spot, and for 
the quick determination and mapping 
of central and paracentral scotomata, 
a tangent screen is added subtending 
a visual angle of 60 or more degrees. 
This screen can be quickly and con- 
veniently attached to the stimulus car- 
riage and moved into position. 

With the controls provided, a care- 
ful worker can reproduce the limits of 
the color fields within 1 or 2 degrees. 

Discussion. Dr. L. C. Peter said it 
was essential to be able to take fields 
which can be reproduced. His prefer- 
ence for the tangent screen in per- 
imetric studies has been due to the fact 
that peripheral field records, altho 
not nearly so important as central 
studies, have been entirely unsatis- 
factory because of imperfect instru- 
ments. The sources of error in per- 
imetric work from the clinical stand- 
point are illumination, variability of 


the intensity of the color stimulus, 
fixation, preexposure, and surrounding 
field. The perimeter exhibited seems 
to be as nearly accurate as its prac- 
tical application in our routine office 
work demands, without complicating 
field taking too much by technicalities 
which will tend to minimize its use. 
He hoped that some means could be 
found to have one firm contro! the 
manufacture of the instrument, in 
order that uniformity in the intensity 
of the color stimuli and the grays nec- 
essary for preexposure and surround- 
ing field may be preserved. Without 
careful attention to this important 
feature of the perimeter, much of its 
value will be missed. While Dr. Ferree 
did not discuss the size of the test ob- 
ject, he believed it should be desig- 
nated in degrees or fractions of degrees 
rather than in millimeters. 

Dr. Ziegler stated that he had found 
that electric illumination would yield 
results differing from daylight and in- 
ferior to it. In the first place, the color 
values are wrong; secondly, the color 
reactions differ from accepted stand- 
ards, and thirdly, the fields are too 
large as compared with daylight find- 
ings. These deductions were based on 
the use of an electric perimeter with 
transilluminated colors. 


The Variable Factors Which Influence 
the Determination of the Color 
Fields. 


Drs. C. S. FERREE and G. Ranp, of 
Bryn Mawr College, said that the 
variable factors which influence the 
apparent limits of color sensitivity are 
the wave length and purity of the 
stimulus, the intensity of the stimulus 
and the visual angle, the length of ex- 
posure of the eye, the method of ex- 
posure (moving or stationary stimu- 
lus), accuracy and steadiness of fixa- 
tion, the intensity of the general illum- 
ination of the retina and its state of 
adaptation, breadth of pupil, and the 
brightness of the preexposure and of 
the background or surrounding field. 
The most important of these from the 
standpoint of the work of the office and 
clinic are the intensity of the stimulus, 
the brightness of the preexposure and 
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surrounding field, the intensity of the 
general illumination and the accuracy 
and steadiness of fixation. 

INTENSITY OF STIMULUS.—By a suffi- 
ciently wide variation in this factor 
alone the fields of color sensitivity may 
be made to have almost any breadth 
within the field of vision, to differ 
radically in shape and even to change 
or reverse their order of ranking with 
regard to breadth. For example, with 
very high intensities the limits of red, 
yellow and blue are coincident with 
the limits of white light vision. Green 
cannot be made to have so wide an ex- 
tent. With stimuli of medium in- 
tensity and of the relative energies 
found in the prismatic spectrum of a 
Nernst filament, the limits are con- 
centric and in the order from widest 
to narrowest of red, yellow, blue and 
green. With stimuli of medium in- 
tensity of equal energy the limits of 
red, yellow and blue interlace or criss- 
cross. The limits for green again are 
narrower. The limits for pigment 
stimuli may be either interlacing or 
concentric in the order of red, blue and 
green or blue, red and green depending 
upon the intensity of light falling on 
the perimeter arm. It seems only fair 
to conclude, therefore, that the con- 
ventional clinic rating of the limits 
from widest to narrowest in the order 
of blue, red and green is a iunction of 
the relative and absolute intensities 
of the stimuli employed as well as of 
the actual distribution of sensitivities. 
Without great precision in the control 
of intensity, it is obvious that repro- 
ducibility of result cannot be obtained 
and little significance can be attached 
to extent or shape of field, to order of 
ranking as to breadth of field, or to 
any variations from time to time or 
from person to person in these import- 
ant features. 

BRIGHTNESS OF PREEXPOSURE AND SUR- 
ROUNDING FIELD.—The brightness of the 
surface to which the eye is preexposed 
may change the apparent limits in cer- 
tain meridians as much as 17 degrees. 
A preexposure lighter than the color 
gives a dark after image; a preexposure 
darker than the color, a light after 
image. These after images change 


profoundly the saturation of the col- 
or, also its hue. The brightness of the 
surrounding field, thru physiologic 
induction, exercises a similar effect but 
not so great in amount. The variable 
effects both of the preexposure and of 
the surrounding field are strongly in- 
fluenced by changes in the intensity of 
the illumination. When the results 
are obtained under such ranges of 
change of illumination as may occur 
during the course of a given day or 
from day to day, the variability of ef- 
fect is greatly increased, reaching in 
some meridians as much as 28-30 de- 
grees. Further important effects of 
surrounding field as influenced by 
change of illumination are the changes 
in hue which the color undergoes in 
passing towards the periphery of the 
retina. 
R. Heep, M. D. Clerk. 


COLORADO OPHTHALMOLOGI- 
CAL SOCIETY. 
May 21, 1921. 
Dr. J. J. PATree presiding. 


Tuberculous Iridocyclitis. 

F. E. Wattace, Pueblo, again 
showed a negro boy, aged sixteen years, 
who had been presented to the so- 
ciety in October, 1920, on account of 
a severe chronic irido-cyclitis of both 
eyes, especially the right, and charac- 
terized in the right eye by the pres- 
ence of a number of one mm. deposits 
on the posterior surface of the cornea, 
arranged as a triangle with its apex 
downward. In the right eye there had 
also been a number of deposits at the 
angle of the anterior chamber, some of 
them two mm. in diameter, as well av 
deposits on the surface of the iris. 

The patient had been very irregula 
in attendance and in his use of medi- 
cine, and had disappeared entirely for 
nearly six months. The right cornea 
was now somewhat clearer, and the 
deposits on Descemet’s membrane and 
on the iris had disappeared; those on 
Descemet’s membrane being replaced by 
a thin plastic exudate plastered on the 
membrane at about six o’clock. This 
exudate was arranged in a triangular 
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form with the base, six mm. long, near 
the angle of the anterior chamber, and 
the apex about four mm. upward. 
Blood vessels ran from the limbus to 
the region of the exudate. The vision 
was counting fingers at two feet. Be- 
low the lower half of the limbus was a 
two mm. strip of muddy red thicken- 
ing. Superficially the left cornea 
looked normal, but lateral illumination 
showed clouded areas in it. The vi- 
sion of this eye was only about 5/60. 
Around the optic disc of the left eye 
was a mottled area which gave one the 
impression of an irregular heaping up 
of pigment. This area extended about 
a disc diameter beyond the disc, ex- 
cept at the temporal side where its 
width was about two disc diameters. 

Discussion.—J. A. Patterson, Colo- 
rado Springs, remarked that in October, 
1920, ke had felt that the corneal con- 
dition was tuberculosis, altho there 
was some question whether syphilis 
might not also play a part. The fun- 
dus was suspicious of syphilis. 

W. C. Finnoff, Denver. My impres- 
sion in examining the right eye was 
that the condition was syphilitic. This 
impression is supported by the collar 
of induration below the right cornea 
and by the fundus lesion. The char- 
acter of the infiltration in the right 
cornea suggests tuberculosis. In the 
left eye the areas of gray or yellow in- 
filtration, with the absence of vascular- 
ity of the cornea, are suggestive of 
tuberculosis. The boy should have 
tuberculin if he can be got to take 
treatment, unless he is losing weight, 
in which case he may have a pulmon- 
ary lesion which might be lit up by 
tuberculin. 

A. C. Magruder, Colorado Springs. 
This case brings up a tremendous eco- 
nomic problem. Here is a boy sixteen 
years old, who sooner or later will be 
a burden to the community. Some le- 
gal action should if possible be taken 
to compel the acceptance of treatment 
in this case. 


Chorioretinitis. 


F. E. Wattace, Pueblo, presented a 
woman, aged twenty-four years, who 
had first come in 1913 on account of 
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poor vision in the right eye. The vi- 
sion at that time had been R. 7/200, I.. 
20/15, and was still about the same. 
The right fundus showed an area of 
alternating white and black patches 
upon a grayish background, extending 
about five disc diameters to the tem- 
poral side of the optic disc, and meas- 
uring about one and a half disc dia- 
meters vertically. There was a floater 
in the vitreous. The left fundus showed 
large areas of atrophy above and in 
the upper temporal field. 

Discussion.—W. H. Crisp, Denver, 
suggested investigation as regards the 
presence of either tuberculosis or syph- 
ilis, or of a focal infection. 


Cataract Extraction; Congenital Iris 
Coloboma. 


H. M. Tuompson, Pueblo, again 
showed a patient who had been pre- 
sented at the October, 1920, meeting 
of the society (See AMERICAN JOURNAL 
oF OPHTHALMOLOGY, Jan., 1921, page 
51) on account of cataract complicated by 
congenital coloboma of the iris, and 
left microphthalmus with internal stra- 
bismus and nystagmus. Cataract ex- 
traction had been undertaken on the 
left eye as being much the poorer eye 
of the two. The corneal incision was 
made downward, the incision enlarged 
with de Wecker scissors, the iris snipped 
at each lower attachment, and _iri- 
dectomy done at the upper central part 
of the pupil. After capsulotomy the 
lens refused to present. A strong fib- 
rous band was found connecting the 
lower borders of the iris. After this 
band was severed the lens was de- 
livered by such pressure on the cornea 
above as would pretty certainly have 
forced out the whole of the vitreous 
of a normal eye. The lens was as large 
as one from an eye of normal size. 
A needling had been done ten days be- 
fore the presentation of the patient, 
and vision was now fingers at about 
ten feet. The right eye would be op- 


erated upon in a few days. 
Discussion.—W. H. Crisp, Denver, 
suggested that the fibrous band might 
have represented undifferentiated mes- 
oblastic tissue from the embryonic 
This tissue would normally 


period. 
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be differentiated to take part in the de- 
velopment of the iris, the suspensory 
ligament of the lens, and the struc- 
tures at the angle of the anterior cham- 
ber. 

W. C. Finnoff, Denver, reviewed the 
embryology of the anterior segment 
of the eye, and suggested that the fi- 
brous band was a continuation of the 
sclerous portion of the mesoderm 
which normally intruded itself thru the 
choroidal cleft. 


Tuberculous Irido-cyclitis; Cure with 
Tuberculin. 

H. M. Tuompson, Pueblo, again pre- 
sented a woman, aged twenty-two 
years, who had been brought before the 
society in February last (See AMerI- 
CAN JOURNAL OF OPHTHALMOLOGY, June 
1921, page 461) on account of a pro- 
nounced tuberculous irido-cyclitis of 
both eyes, with a large tuberculoma in 
the lower outer portion of the left an- 
terior chamber. Under tuberculin there 
had been marked improvement. The 
patient felt well, and had gained ten 
pounds in weight. The temperature 
had subsided. The right eye had been 
slow to improve, but in the left eye 
the iris had changed from a dirty yel- 
low color to a more normal blue, and 
the tuberculoma had diminished to one 
fifth of it former size and from being 
yellow had become white. The former 
intense ciliary injection of this eye was 
absent and the tension had become 
about normal. At present seven mm. 
of O. T., number 3, every ten days, did 
not produce any reaction. During the 
first few weeks of treatment the tuber- 
culin had caused an intense reaction, 
the eyes becoming inflamed and very 
painful, and the arm red and swollen 
from the site of injection to the 
shoulder, and at the same time general 
malaise had been marked. 


Acute Iritis Following Arsphenamin. 


H. M. TuHompson, Pueblo, presented 
a man twenty-five years old who had 
come to the office complaining of 
blindness having developed while he 
was driving his car the day before. 
There had been a possible initial lesion 
in France eighteen months previously, 
but a blood Wassermann several weeks 


later had been negative, and the ex- 
amining physician had assured the pa- 
tient that his trouble was not luetic. 
A blood Wassermann on May 15, 1921, 
was positive to all antigens, and a 
neurologist reported symptoms of cen- 
tral lues. The vision of the right eye 
was light perception, of the left 20/30. 
The optic disc and surrounding tissues 
were greatly swollen, and the general 
appearance of the fundus was of an in- 
flammation which had existed for 
many weeks. On May 16, the patient 
was given 0.4 gram _ arsphenamin. 
Twenty-four hours later he developed 
an acute iritis. Pain and photophobia 
were intense, and the pupil dilated 
only slightly under solid atropin. The 
fundus was seen with difficulty thru the 
cloudy media. The left eye was free 
from iritis but on May 20 the vision 
was down to 20/50. 

Discussion.—W. H. Crisp, Denver, 
described a case of extremely obstin- 
ate syphilitic involvement of both eyes 
of a man about thirty years of age, in 
whom, in spite of extremely vigorous 
antisyphilitic treatment, a_ strongly 
positive Wassermann had _ persisted 
over a period of many months, and 
dense vitreous opacities had alternate- 
ly cleared up and become worse again. 

W. C. Finnoff, Denver, also related 
a case in which after very intensive 
treatment with mercury, neoarsphena- 
min, and iodids, the patient had devel- 
oped a heavy dust like opacity in the 
vitreous. Some one has said, referring 
to these cases of failure of supposedly 
specific antisyphilitic remedies, that 
salvarsan given intravenously passed 
thru the system too rapidly, and that 
the logical way to give it was intra- 
muscularly. 

J. A. McCaw, Denver, favored using 
mercury for syphilis, and especially by 
inunction, to the point of saturation. 

F. E. Wallace, Pueblo, also felt that 
we tended to overlook the value of 
pushing mercury, but also insisted that 
when mercury was pushed it was im- 
portant to take care of elimination. 


Iridoplegia from Injury. 
J. J. Pattee, Pueblo, presented a 
steelworker, aged thirty-two years, who 
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had come on February 3, 1921, with the 
statement that while working in the 
rail mill he had been struck in the left 
eye with a piece of hot steel as large 
as a half dollar. There was a gash 
six by eight mm. in the sclera and con- 
junctiva to the inner side of the limbus, 
and both tissues were burned. The pu- 
pil was at that time widely dilated and 
the iris changed in color. The vision 
of the injured eye was limited to hand 
movements. At the time of presenta- 
tion the pupil remained moderately en- 
larged, and the vision was 20/80. The 
fundus was normal. 


Discussion.—H. M. Thompson, Pue- 
blo, believed in advising all such pa- 
tients to have the injured eye refrac- 
ted, not merely to give it the best pos- 
sible vision, but also to protect the 
eyes against further injury. 


Choroidal Rupture. 


J. J. Patree, Pueblo, showed a steel- 
worker, aged nineteen years, who had 
come on February 8, 1921, on account 
of injury from a large “fish plate” 
which struck him in the left eye. The 
upper lid was punctured to the inner 
side of the center, and there was a hori- 
zontal gash, a half inch long, about a 


quarter of an inch above the lower 


margin of the lid. The lower lid was 
also punctured near its center. The pu- 
pil was considerably dilated. The fun- 
dus could not at first be examined sat- 
isfactorily, but after a few days two 
crescent shaped ruptures of the chor- 
oid were discovered outward from the 
disc. These were parallel from end to 
end and about two disc diameters long. 
One of them passed almost thru the 
macula. The present vision was mere- 
ly of hand movements, altho three 
weeks after the injury the patient 
could count fingers at six feet. 

Discussion.—W. C. Bane, Denver, 
suggested that in those cases which 
showed choroidal rupture from a blow, 
the pupil usually remained dilated. 

J. J. Pattee, Pueblo, had seen several 
cases in which after a blow upon the 
eye the pupil had remained permanent- 
ly dilated. 

A. C. Magruder, Colorado Springs, 
had within the past year seen a pa- 


tient who had been struck in the eye 
with a snowball, with resulting lacera- 
tion of the iris and marked dilatation of 
the pupil, but in whom the pupil sub- 
sequently returned to its normal size. 


Phlyctenular Conjunctivitis. 


J. J. Parree, Pueblo, presented a 
man whose right eye had a large area 
of phlyctenular conjunctivitis consid- 
erably resembling an_ episcleritis. 
There were, however, four or five very 
fine granular elevations at the limbus. 
There was infection about the roots of 
several teeth. 

Discussion.—_W. H. Crisp, Denver, 
remarked that the infected teeth were 
very likely responsible for the condi- 
tion. 

A. C. Magruder, Colorado Springs, 
referred to a case recently seen in.a 
woman, aged fifty years, in whose 
right eye inflammatory lesions oc- 
curred first over the internal rectus and 
later over the other muscular inser- 
tions, making a complete circle of the 
eye. The case had been under treat- 
ment for three weeks, and the condi- 
tion had been tentatively diagnosed as 
episcleritis or scleritis. All her teeth 
were out. The nasal sinuses were re- 
ported absolutely negative, and so was 
a general physical examination. For 
the past week five percent dionin had 
done more good than anything pre- 
viously used. 

Wa. H. Crisp, 
Secretary. 


CHICAGO OPHTHALMOLOGI- 
CAL SOCIETY. 


MEETING oF May 26, 1921. 
Dr. E. K. PRESIDENT. 
The Specific Reaction to Lens Sub- 
stance. 

Dr. Lupvicg HeExtoen of Chicago 
read the paper on this subject, published 
on page 909. 

Mature and Immature Senile Cataract. 

Lieut. Cot. Henry Situ, of Amrit- 
sar, India, gave an address on this sub- 
ject, published in full page 900. 

Discussion.—Dr. W. A. Fisher.—It 
may be interesting to know that Smith 
has developed a special technic for re- 
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moving cataract without the assistance 
of others, as he has always been far re- 
moved from medical centers. There 
is a six weeks’ season twice in the year, 
Spring and Fall, for removing cataracts 
and during the season 20 to 35 cataract 
operations are done daily, all by Col. 
Smith. The dressings are not removed 
for nine days after the operation and to 
see more than 200 patients in one hos- 
pital with their eyes bandaged is a 
sight unusual, and not to be seen at 
any other place on earth. 

He does all this with native assist- 
ants and only one trained nurse. He 
has trained everyone of those about 
him to do his part and they do it well. 
He has one nonmedical native to boil 
his instruments, and one to assist in 
the operation who can hold the lids 
away from the eyeball as no other one 
can, 

He has presented the advantages 
and disadvantages of removing the 
lens in the capsule, and the advantages 
and disadvantages of the classical op- 
eration of opening the capsule and re- 
moving the lens, and leaving the cap- 
sule in the eye. It would be a simple 
matter to convince a surgical society 
that a tumor should be removed in its 
capsule if it can be done in that man- 
ner. A cataract removed in this man- 
ner is considered by ophthalmic sur- 
geons to be the best operation that can 
be done, but many believe the danger 
too great to even give it a trial. 

Dr. Smith deserves great ~redit for 
the many suggestions he has given us, 
and especially his method of holding 
the lids away from the eyeball, and 
this method, or some modification of it, 
will be the means of saving many eyes 
that otherwise would be lost, whether 
the intracapsular or capsulotomy op- 
eration is performed. About one-third 
of his students have modified his 
method of lid control, and I believe 
some day will modify the operation he 
so skillfully performs and make it so 
simple that all operators will remove 
lenses in their capsules. Colonel Smith 
admits that Dr. Barraquer of Barce- 
lona, Spain, has perfected an instru- 
ment for that purpose which is a modi- 


fication of the one made by Vard 
Hulen of San Francisco. 

The greatest objection to the intra- 
capsular operation that is offered by 
prominent surgeons the world over is 
that the pressure necessary to remove 
a lens in its capsule is dangerous, but 
if an instrument that will successfully 
pull the cataract out is produced, it will 
unquestionably obtain a hearing. If the 
Barraquer instrument is adopted, I be- 
lieve universal success can only be ob- 
tained when the lids are properly con- 
trolled, as by the technic of Col. Smith. 

Dr. J. W. Millette, Dayton, Ohio 
read for Dr. J. W. Wright of Colum- 
bus: “I am pleased to know that Col- 
onel Smith has so enthused the profes- 
sion in this operation that much good 
will eventually result. Altho my ex- 
perience in this operation compares 
with that of Dr. Smith’s in a very 
feeble way, I have confidence that the 
intracapsular operation will be so firm- 
ly accepted by the profession in the 
near future as to be an established pro- 
cedure, whether the technic is Dr. 
Smith’s or mine, or some modified 
form.” 

Dr. Millette continued: For a num- 
ber of years, I was very closely as- 
sociated with Dr. Greene of Dayton, 
Ohio, who introduced the Smith-In- 
dian method into America. I attended 
him nearly every Tuesday and Friday, 
when he went to the Old Soldiers’ 
Home to do his work, where most of 
his cataract work was done. On one of 
these trips he remarked to me that he 
had just read Colonel Smith’s paper, 
in the India Medical Journal, in which 
he described his method of removing 
cataracts. After reading the descrip- 
tion over very carefully, he performed 
twenty-seven operations, -and_ these 
were reported to the American Medical 
Association—which was the introduc- 
tion of the Smith intracapsular opera- 
tion into America. 

It fell to my lot, upon the death of 
Dr. Greene to succeed to his work at 
the Soldiers’ Home, and I have con- 
sistently employed the intracapsular 
operation ever since. A few cases of 
course are done by the capsulotomy 
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method but most of my work has been 
intracapsular. I am very enthusias- 
tic about it, and I am certain that I get 
better results than I would with the 
capsulotomy method. Few if any of us 
get perfect results. Many of the pa- 
pers we read or hear read are mislead- 
ing, in that they give too good results, 
not alone in the intracapsular, but in 
the capsulotomy method as well. 

In those operations which were per- 
formed by Col. Smith at Dayton, all 
were quite successful. At the Soldiers’ 
Home, we had 12; 11 of them are per- 
fect results, three of them were simple 
operations, and the pupils are central. 
The vision I have not fully tested yet. 
We had one infection at the Soldiers’ 
Home, and the man himself admits it 
was his fault, for within three hours 
after the operation had been per- 
formed, he had his fingers up under the 
bandage. 

At St. Elizabeth’s Hospital, we had 
one infection and one hemorrhage. In 
neither of these two cases, however, 
did we expect a good result, and Col- 
onel Smith at the time he operated 
said that he hoped we might have good 
results. In one, the left eye of the 
woman had been removed following 
glaucoma; she had been septic most of 
her life, and the remaining eye was 
almost blind from glaucoma and cat- 
aract. She had a panophthalmitis fol- 
lowing. In the other case, the woman 
had a nystagmic, tremulous iris, and a 
very small lens. She has had four 
children, whose eyes are all of the same 
character, and there are four or five 
generations in which this has been 
maintained, so that there was not much 
to expect in that case. 

In none of these cases at St. Eliza- 
beth’s Hospital did I open the eye un- 
til Friday of the following week. Col- 
onel Smith had operated on both eyes 
of an old colored man; a very good pa- 
tient. I went in Friday morning the 
week following to see him, I didn’t 
open the eyes. He was in perfect 
health; seemingly he had a little gas- 
tro-enteritis during the week, but that 
morning he was feeling well. At 10:45 
the nurse saw him, and he was feel- 
ing well, and at 11:10 they went in to 


get his order for luncheon, and he was 
dead; it was diagnosed apoplexy. The 
eyes were perfectly healed, and there 
was no redness, and with a seemingly 
perfect result.” 

Dr. W. Benedict, Rochester, Minn. 
Three years ago, I went on record in 
the presence of Dr. Fisher, as being 
in favor of the intracapsular method 
of cataract extraction. Not particular- 
ly the operation we have heard de- 
scribed to us to-night, but in general 
intracapsular extractions. Early in my 
work, I read carefully the articles by 
Colonel Smith and others who have 
done intracapsular extraction of cat- 
aracts and attempted in my own way 
to follow them, and as my experience 
widened, to modify their method. 
Probably now, my extractions are 
50-50 intracapsular and by the capsulo- 
tomy method. I will say however, that 
I lean more toward the intracapsular 
method of extraction, because our com- 
plications are ‘ewer and the final re- 
sults are beiter. 

In most everything that Colonel 
Smith has advocated, particularly as 
to the size of the incision, I agree with 
him. Without any disrespect at all to 
Colonel Smith, I will say that I feel it 
is better to traumatize the cornea less 
and dress the cases earlier. I have 
very much less fear in looking at an 
eye that has been operated on in forty- 
eight hours, than I have to let it go 
nine days, and that is based purely on 
experiences that I have had. I believe 
there is no danger of loss of vitreous 
interfering with the ultimate vision in 
certain classes of cases. When fluid 
vitreous, as we commonly speak of it is 
lost, I invariably fill the eyeball until it 
resumes its normal contour, with salt 
solution, before the eye is closed. 

My experience, small as it has been, 
has also been different from Colonel 
Smith’s in this respect, that on two, 
and possibly three occasions I have 
seen secondary cataracts, after an in- 
tracapsular extraction. The same con- 
dition was described a year ago by Dr. 
S. Lewis Ziegler, of Philadelphia, 
which he called an “adventitious mem- 
brane.” This membrane was so thick 
that it required needling for better vi- 
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sion. In one case, this adventitious 
membrane was evidently due to a hem- 
orrhage in the chamber; in the other, 
the cause was not determined. 

Furthermore, I have had two cases of 
iritis following intracapsular extrac- 
tion ; in one of these the iritis may have 
been influenced by infected teeth, in 
the other, the cause was not deter- 
mined. I fully agree with him that the 
presence of a portion of the capsule, 
rather than the presence of loose lens 
matter in the anterior chamber may be 
a cause of iritis. 

Dr. W. H. Wilder, Chicago.—lI 
think that there can be no dissent 
from the statement that Lt.-Col. 
Smith as well as other ophthalmic 
surgeons have made, that the removal 
of the cataract in its capsule is the 
ideal method. We should like to get 
rid of the capsule, for its presence so 
often gives rise to difficult after cat- 
aract. There is no question that excel- 
lent results are obtained by the intra- 
capsular method, but it is equally true 
that excellent results are obtained by 
the capsulotomy method. The whole 
question hinges on the relative safety 
of the two methods. 

As an argument in favor of the intra- 
capsular method it is stated that the 
presence of the capsule after the ex- 
traction of the lens is the cause of a 
great deal of irritation and possibly 
postoperative inflammation of the eye. 
With this my own experience does not 
agree. Of course, if the capsule be- 
comes loosened and entangled in the 
wound it may delay healing and may 
even cause serious complication such 
as glaucoma, but this is very uncom- 
mon. Much more frequent is irritation 
of the eye from the presence in the an- 
terior chamber of unexpelled cortical 
substance, and I think that it is the 
cortical substance rather than the re- 
maining capsule that gives rise to the 
postoperative irritation; and if this 
cortical substance or most of it can be 
removed from the eye at the time of 
the operation, either by gentle man- 
ipulation or by irrigation, the case gets 
well much more promptly, and often 
without any reaction. 

Naturally the difficulty of removing 


all of the cortical substance is in- 
creased if the cataract is not quite ma- 
ture, and it would seem to me that in 
this class of immature cataracts the 
intracapsular method would have its 
greatest usefulness if it can be demon- 
strated to be equally safe. In this con- 
nection it is interesting to note that the 
free cortical substance in the anterior 
chamber seems to cause much more 
irritation in the old than in the young 
eye. How frequently we observe the 
juvenile cataract being absorbed after 
discission with little irritation of the 
eye, certainly nothing like that which 
follows when cortical substance in any 
amount is left after extraction in older 
subjects. 

One point that is emphasized in the 
excellent paper. of Colonel Smith, and 
I believe by all the advocates of the 
intracapsular method, is the import- 
ance of perfect control of the lids dur- 
ing the operation, and for this purpose 
a suitable retractor and a skilled as- 
sistant would seem to be necessary. 
Without such control of the lids, the 
dangers of the method are apparent. 

Dr. W. H. Wilder, Chicago.—I cannot 
let go unchallenged the statement that 
has been made in the discussion, that loss 
of vitreous is not such a serious thing. It 
is one of the most serious accidents that 
may befall in the course of a cataract op- 
eration, and one never can foretell how 
grave may be its results. Of course, 
everyone with any degree of experience 
has had cases that have terminated favor- 
ably after vitreous loss of a certain 
degree. If there is loss of vitreous of 
any great extent, detachment of the re- 
tina or choroid with intraocular hem- 
orrhage may terminate the case then 
and there. If not so serious as this, 
delayed healing with cloudy media pre- 
vent good vision and stamp the oper- 
ation a practical failure. We all know 
the painful sequelae of such cases and 
if any method can be devised to do the 
cataract operation with a minimum risk 
of loss of vitreous, we should certain- 
ly welcome it. 

So it occurred to me that one of the 
most striking points in Colonel 
Smith’s paper is this: “Can we in any 
way block the orbicularis muscle so 
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that it will be temporarily paralyzed?” 
He has told us that he has carried on 
experiments on this subject in attempt- 
ing to block the seventh nerve. Others 
have been working along the same line 
and it seems to me that if anything of 
that kind could be accomplished, it 
would be one of the greatest additions 
to our technic that has ever been of- 
fered, because then, such a method as 
the intracapsular operation could be 
practiced with much less danger of vit- 
reous loss, even by the less experienced 
operator. 

Until safer technic is perfected, and 
unless he has had exceptional oppor- 
tunities for studying and practicing 
this method, my advice to the younger 
operator would be to stick to the 
method which combined experience 
tells him is the safest one, and I do 
not want the idea to go out that the 
loss of vitreous is a trivial matter for 
altho we may get good results in some 
cases, we are sure to get some very 
poor results or failure in many others. 

Now that brings out the last point I 
would like to emphasize, and it is this: 
there are so many little variations of 
technic. If a man finds that he has a 
technic which suits him and with 
which he is getting good results, unless 
he readily adapts himself to different 
methods he had better stick to that, 
rather than to be constantly changing 
at every suggestion. 

Dr. Oliver Tydings would ask Is 
there any reason why we should stick 
to the old in spite of the superiority 
of the new? A rhinologist who had 
held the chair of that branch for 
twenty years in the State University, 
had never done a_ sphenoid opera- 
tion because he had heard a German 
professor say “ No man ever operated 
on the sphenoid without a death.” I 
will say to any man who will adopt the 
technic of Col Smith to-day he will 
soon acquire confidence which will en- 
able him to do a better operation than 
he will ever do by any other method. 

Dr. Outen had seen Col. Smith work 
in India, and later he had been permit- 
ted to operate in his Clinic, and had 
lost the fear of cataract operations. 
Don’t think the patients who visit Col. 


Smith’s clinic are ignorant. They are 
not by any means. Some of the high- 
est intelligence of India has been to 
that Clinic and the Hindoo is one of 
the most enlightened men in the world. 


Dr. H. W. Woodruff, Joliet, Ill.: The 
outstanding feature of Col. Smith’s pa- 
per is its practical nature. My experi- 
ence with the cataract operation has 
been small indeed compared with Col. 
Smith’s; but it has been my own and 
therefore more valuable to me than 
some one else’s experience. 

There are objections to allowing op- 
erated eyes to remain bandaged and 
without inspection for as long a period 
as nine days. The following case will 
illustrate one of these objections. Ten 
days after performing a cataract oper- 
ation, the corneal flap was found pro- 
truding between the eyelids. There 
was no infection but the cornea was 
naturally very white. This corneal flap 
could be held in place only by a con- 
junctival flap; and much to my sur- 
prise the cornea regained its trans- 
parency after this operation was done; 
but only after several weeks. Ulti- 
mately, useful vision was secured. 


Also infection may follow the cat- 
aract operation. It is not always pain- 
ful, and if the eye has not been in- 
spected for nine days the cornea may 
slough entirely away. Infection is not 
by any means entirely hopeless if dis- 
covered early enough. Many of these 
cases can be saved by the deep sub- 
capsular injections of solution of cyanid 
of mercury 1 to 1000. To save infected 
eyes they should be inspected twenty- 
four to forty-eight hours after the opera- 
tion. 

By using the Smith hook the inspec- 
tion of these eyes is easy and safe. 

Dr. W. E. Quine being called upon 
referred to Col. Smith’s experience as a 
general surgeon. He regarded oph- 
thalmology as the most highly de- 
veloped specialty and congratulated Col. 
Smith on his great work. 

Col. Smith in closing said: The vit- 
reous is much more liable to escape 
in cases where it is fluid. Then as to 
determining results of the escape of 
vitreous, where the vitreous is fluid, 
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you are not assuming a fair case. An 
eye that has a cataract in it is not a 
sound eye to start with, and an eye 
that has a fluid vitreous is very far 
from a sound eye; and the results 
would be much more liable to be bad 
with the fluid vitreous than with a 
sound vitreous. Dr. Wilder does not 
go so far as to say that we despise 
the escape of vitreous. I don’t know 
that any ophthalmologist despises the 
escape of vitreous; but we want to see 
as little of that precious body as we 
can. It is all a question of how we can 
see the least of it, and we are just 
as keen to see as little of it as any 
man. 

I have seen a lot of congenital cat- 
aracts, with the cornea from the size of 
a frog’s eye up. Those congenital ones 
are highly hereditary, and you see 
three or four in one family, and if you 
go back a generation, you will find 
them all with cataracts. These pa- 
tients are really never sound with a 
cataractous eye, and when you get one 
congenital malformation, I think 
everybody recognizes that you are ex- 
ceedingly liable to find two or more 
others in the same patient. You may 
find them idiotic. Apparently all should 
go right, and lo and behold, you oc- 
casionally get a violent petit mal, so 
that I would say that your progno- 


sis of the patient should not be over- 
optimistic in the case of congenital cat- 
aract. We have to needle them or ex- 
tract them, but we do not give the pa- 
tient a very glowing prospect. 

As regards the corneal flap being 
pushed down, I presume, by the upper 
eyelid, I have not seen those cases, 
but it might have occurred. 

However, I have seen the patient 
often do his utmost to fix it there on 
the operating table, and in a case of 
that sort, I have no hesitation in put- 
ting a stitch in the two eyelids. He 
will have his eye open and get it in 
this position if he can, but if you will 
simply put a small stitch in the two 
eyelids, I think there need not be any 
further repetition of this experience. 

In regard to Dr. Wilder’s remarks 
about the needling of a cataract in 
childhood. I would say that a catar- 
act in childhood and youth has need 
for a very careful diagnosis before you 
touch it. If it is of an opalescent ap- 
pearance, you can needle it with beau- 
tiful results, but if it is a sort of a pale, 
white cataract you may needle it forty 
times, and that pale, white, stringy, 
jelly like appearance will continue, and 
it will not be absorbed; it should be ex- 
tracted. 

ROBERT VON DER HeEypt, 
Corresponding Secretary. 
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FUNDUS PHOTOGRAPHY. 


If we could photograph the fundus 
of the eye, what magnificent case rec- 
ords we would have! Especially if it 
were possible to get the best results 
that are now attained in color photog- 
raphy. Memory plays strange tricks 
with us, which we only recognize 
when memory is checked up with a 
new examination, or some less change- 
able record. Few of us are artists 
capable of reproducing even approxi- 
mately the forms and colors that we 
see. Those who can do so can only 
find time for a very few of the many 
ophthalmoscopic pictures that pass be- 
fore them day after day; and those 
who hire an artist to paint for them 
can only do it for a few of the most im- 
portant conditions encountered. This 
being the situation, we still must hope 
for advances in photography. A better 
understanding of its limitations as ap- 
plied to reproducing the appearances 
seen at the back of the eye, may help 
the development of its possibilities. 

Photography is easy in proportion to 
the amount of light coming from the 
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object to the sensitized film or plate. 
Very feeble light will suffice if the ex- 
posure is long enough. Stars quite in- 
visible to the eye may be photographed 
by prolonged exposure. But prolonged 
exposure is impossible for the back- 
ground of the eye. Even very slight 
movement during the period of ex- 
posure is fatal to the clearness of the 
picture. The retinal details that it is 
desired to record are very minute, and 
correspondingly easily blurred by 
movement. It is hard enough to keep 
the head still for portrait photography, 
except with a wide angle portrait lens, 
that will take all the light from the 
face and concentrate it on a relatively 
small area of the plate and so make the 
impression with a short exposure. It is 
even more difficult to keep the eye per- 
fectly still, for any length of time, than 
it is to hold the head still. 

Then in the kind of light given off 
from the back of the eye to the photo- 
graphic film, there is another special 
difficulty to be overcome. The photo-- 
graphic film is most affected by the 
“chemical rays,” the short wave light 
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and ultraviolet rays; and it is least 
affected by the red rays of the spec- 
trum. But the action of the dioptric 
media is such that practically none of 
the ultraviolet radiations reach the 
retina; and very little of the light from 
the violet end of the spectrum is re- 
turned from the ocular fundus. The 
predominant color of the light re- 
turned from the background of the eye 
is red, the light that makes the least 
impression on the photographic film 
and requires the longest exposure. 

Another special difficulty in fundus 
photography is caused by the reflexes 
from the dioptric surfaces, particularly 
the anterior surface of the cornea. We 
know how the corneal reflex often 
complicates ordinary ophthalmoscopy. 
It can readily drown out the fundus 
image, and must be gotten rid of to 
photograph the fundus. Only the most 
perfect “reflexless” system of illumina- 
tion can give valuable results. This 
makes it necessary that the light shall 
enter the eye thru one part of the 
pupil, and shall emerge to enter the 
camera thru a totally different portion. 
This, with the need for getting all the 
light possible, makes it necessary to 
have the pupil widely dilated. 

But the dilated pupil always exposes 
marked aberration at its periphery, and 
light coming thru this periphery tends 
to blur the photographic picture. The 
ideal arrangement would be to have 
the light enter thru the periphery in 
such a way as to be evenly diffused 
over the fundus, and then to admit to 
the camera only the light passing out 
thru the central area of the pupil, hav- 
ing the most regular refraction. The 
methods thus far found practicable 
have used one-half of the pupil to ad- 
mit light, the other half to photograph 
thru. Or, as done by Dimmer, the 
light is brought in thru one edge of 
the pupil, and emerges to the camera 
thru the other parts of the p»pillary 
area. 

Finally the essential structure and di- 
optric properiies of the eye itself, limit 
the application of photography in record- 
ing the appearances seen with.the oph- 
thalmoscope. In an emmetropic eye, or 


one wearing its refractive correction, 
parallel rays are only perfectly focussed 
on the central part of the retina. The 
rays coming from poirits on the peri- 
phery of the visual field will be focussed 
behind the retina, the eye is hyperopic 
except for the point looked at, and the 
area adjoining it. The surface at which 
rays are focussed on secondary axes is 
not a plane, but neither is it the retinal 
surface. It is a curve that passes thru 
the fovea and behind the peripheral 
portions of the retina. Points on this 
curved surface might all be perfectly 
focussed by the camera, but not the 
peripheral portions of the fundus that 
lie in front of this curve. Not all parts 
of the photographic picture can be per- 
fect!y focussed in any case: and this 
limits the distinctness of detail that 
can be attained thruout a large part of 
the picture. 

Of course structures having different 
depths, like the edge and bottom of a 
glaucoma cup, or the apex of a swollen 
nerve head and the unswollen retina 
around it, cannot both be shown dis- 
tinctly in the same picture; as the 
artist can portray them with his brush, 
or as the eye can see them with the 
ordinary ophthalmoscope, by an al- 
most unconscious adjustment of ac- 
commodation or distance. Eyes with 
irregular astigmatism, hazy media, 
nystagmus, or such poor vision in the 
fellow eye as to prevent accurate fixa- 
tion, would all be unsuited to giving 
even such results as photography 
might obtain from other eyes. 

Fundus photography has attracted 
the interest of ophthalmologists eve1 
since they have used the ophthalmo- 
scope. The writer attempted it in the 
earliest years ~f his work in ophthal- 
mology, but .ccomplished nothing 
worth publishing. In this country 
Howe has worked at it, and H 
Noyes reported his efforts in 1862. But 
it was not until 1891 that Gerloff, and 
later Thorner and Wolff, got useful 
pictures by application of their “re- 
flexless” ophthalmoscopes. Dimmer, 
who has done the most in this direction 
(see p. 939), uses an electric arc light, 
with a suitable condensing system and 
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diaphragm, obtaining a pencil of rays 
that is reflected into one edge of the 
pupil. The emergent rays are received 
in a specially devised camera. The pa- 
tient’s head is carefully fixed, and his 
eye fixed by direction of its fellow. 
The picture is taken with all extrane- 
ous light carefully excluded from the 
apparatus. 

In this way is obtained a negative 
that can be enlarged to 4 or 5 times 
the diameter of the structures shown, 
about one-third the enlargement of the 
ordinary ophthalmoscopic image by 
the direct method. Dimmer’s pictures 
are about 36 mm. in diameter, and they 
are not sharp enough to bear any fur- 
ther enlargement. Nordenson and 
Wertheim-Solomonson, using the lens 
system of the large Gullstrand oph- 
thalmoscope, have gotten slightly 
greater enlargement (5.5 to 6 diam- 
eters) ; but it is manifest that such pic- 
tures cannot exhibit the finer details 
that we are accustomed to study with 
the ophthalmoscope. 

However, as Dimmer points out, it 
is worth a good deal to have even an 
outline of the exact topography of the 
fundus, upon which the finer details 
can be sketched in. It is possible that 
the instrument and its use can be so 
simplified that fundus photography 
can be more widely applied for this 
purpose. Dimmer has been able to 
take his pictures with an exposure of 
1/20 of a second. It is possible that 
transillumination from the nose or 
pharynx, might be so perfected as to 
furnish an illumination free from the 
drawback of reflexes, and sufficiently 
strong to allow even shorter exposures. 
At any rate it is worth while for the 
wideawake ophthalmologist to have in 
mind what can be done by fundus pho- 
tography, and along what lines greater 
usefulness is to be expected for it. 


E. J. 


THE YEAR 1921. 


Altho the year has been a difficult 
one for printers and publishers THE 
AMERICAN JOURNAL OF OPHTHALMOLOGY 
and OPHTHALMIC LITERATURE have 
been published regularly without low- 
ering their standards and without any 


financial deficit. In the matter of col- 
ored plates we have been able to offer 
fewer than we wished, but in this we 
have done better than any other oph- 
thalmic journal in the world. To make 
the improvements already planned and 
which are needed to make these jour- 
nals of the highest usefulness to their 
readers we must still have the loyal 
support of our subscribers. The list 
grows a little each month. But there 
are thousands of ophthalmologists in 
America alone who need such a jour- 
nal but do not take it. Other methods 
will be tried but the best way to bring 
it to the attention of such colleagues 
is by the personal mention of those 
who take and read our journal. 


INDEXES. 


Completing the fourth volume of 
this series of the AMERICAN JOURNAL OF 
OPHTHALMOLOGY this number has in- 
cluded with it the indexes of authors’ 
names and topics for the current year. 
These are found at the end of this num- 
ber preceded by the title page, and the 
list of plates. In binding the volume 
it is intended that they should be 
placed at the beginning of the volume, 
preceding the January number. 


CORRECTION. 


The boundless possibilities of over- 
looking omissions and errors until the 
whole thing is printed is illustrated on 
page 632 of the August number in the 
omission of the first name of George 
E. de Schweinitz. Probably no reader 
was left in uncertainty by that omission 
but the name is so familiar that it 
would seem as tho proof readers if not 
printers would note the error. Yet it 
was more than three months before the 
Editor had his attention called to this 
glaring defect on an editorial page. 

Lest any ambiguity be left in the 
mind of the reader it should be men- 
tioned that Dr. de Schweinitz gradu- 
ated in Medicine in the spring of 1881: 
but he spent two years as interne in 
the University Hospital and was engaged 
in general practice, so that it was 
about six years after graduation 
that he began to teach ophthalmology. 
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BOOK NOTICES. 


The American Encyclopedia and Dic- 
tionary of Ophthalmology. Edited 
by Col. Casey A. Wood, M.R.C., 
U.S.A., M.D., D.C.L. Assisted by 
a large staff of collaborators. Fully 
illustrated. Vol. XVIII, pp. 13545 
to 14122. Chicago, Cleveland 
Press. 1921. 

The editor of this great work is to 
be congratulated upon its completion, 
the collaborators may view with pleas- 
ure their connection with such an hon- 
orable achievement; and the publisher 
can feel satisfied with the way he has 
kept faith with his subscribers in 
bringing out in such difficult times the 
work undertaken along its original 
lines, altho in such a novel undertaking 
it was impossible to know at the begin- 
ning just what was involved in it. But 
the greatest benefit has come to all 
English reading ophthalmologists in 
that so much of what is known about 
ophthalmology has been brought to- 
gether under systematic, alphabetic ar- 
rangement. Every one who wishes to 
know all he can of ophthalmology will 
find this his most important work of 
reference. 

Altho this volume carries the list of 
topics to the end of the alphabet, end- 
ing as it does with “zygotes,” it is 
greatly to be hoped that there will be 
one more volume, containing an index, 
and supplementary articles that will 
bring the work, begun in 1913, entirely 
up to date. The Encyclopedia Britan- 
ica has been worked on over 150 years, 
until its arrangement is most carefully 
elaborated. But a whole volume of 
nearly 1000 five column pages is given 
to its index and classified table of ar- 
ticles; and those who use that ency- 
clopedia know that this volume is the 
most useful single volume of the 29. 
Next to it in usefulness and interest 
will doubtless be the supplementary 
volumes which are announced to bring 
the work from 1911 up to date. We 
shall look forward to such a supple- 
mentary volume of the American En- 
cyclopedia of Ophthalmology as the 
one that really completes the work. 

The longest article in this volume, 


293 pages, is entitled; “War, Medicine 
and Surgery in.” It is really a con- 
tinuation of the one of 116 pages in 
Vol. X, on “Military Surgery of the 
Eye,” and is by the same author, Lloyd 
Mills of Los Angeles. The two taken 
together, with certain shorter articles 
that are crossreferenced here, would 
constitute an extended and fairly com- 
plete monograph, containing adequate 
presentation of all about the lesions 
of the eye and related parts, that has 
been published, especially the litera- 
ture of the last 7 years. 

Next to this in length, 43 pages, 
comes the section on Visual Econom- 
ics by E. E. Holt of Portland, Maine. 
This article is arranged in numbered 
paragraphs convenient for reference. 
It relates the compensation for loss of 
sight to that proper for other disabili- 
ties from injury; and is based on the 
view that money compensation can be 
justly estimated by mathematic form- 
ulas. A third collaborator, whose con- 
tributions rank with those above men- 
tioned in extent, is T. H. Shastid, who 
contributes to this volume about 110 
biographic sketches. Most of them are 
quite brief; but taken with those in 
preceding volumes, they complete a 
fairly full history of those who have 
built ophthalmology as we know it to- 
day, especially complete with refer- 
ence to American ophthalmologists. 

Our notices of this series of volumes 
would be incomplete, did we fail again 
to call attention to the immense 
amount of labor that has been done 
on them by their Editor. The work 
is sometimes spoken of as “Wood’s 
Encyclopedia.” Yet we doubt if those 
who so speak of it often realize to what 
an extent the name is appropriate. In 
this volume, of less than 600 topics 
mentioned, 410 are treated by the Edi- 
tor. Many of these are mere defini- 
tions of a line or so in length; but 30 
of them are each longer than one page, 
the longest being 27 pages. Altogether 
they occupy about one-fourth of the 
whole volume. Again congratulations 
to this indefatigable worker. Appre- 
ciation of what he has done for his pro- 
fession will come to him so long as he 
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lives. But doubtless, what he most en- 
joys now is the feeling that here is a 
good piece of work finished; with time 
and strength left to turn to other self- 
imposed tasks, equally interesting, 
equally creditable and truly service- 
able to his fellow-men. 
J. 


Der Augenspiegel und die ophthal- 


moskopische Diagnostik. von Dr. 
Friedrich Dimmer. Professor in 
Wien. Third Edition. Octavo. 


646 pages, 16 plates and 146 fig- 
ures in the text. Leipsic and Vien- 
na. Franz Deuticke. 1921. 


This is the third edition of Dimmer’s 
book, the first having been issued in 
1886 and the second in 1893. But so 
much has been added that it fairly 
merits consideration as a new work. 
Altho the first 35 years of use of the 
ophthalmoscope opened a new field in 
ophthalmology, the second thirty-five 
years has shown greater scientific and 
practical progress in this field than in 
almost any other department of oph- 
thalmic medicine. This is the largest 
and most complete work upon its sub- 
ject that has yet appeared, and its ma- 
terial has been well chosen, and is de- 
scribed without unnecessary multipli- 
cation of words. 

The characteristic feature of a work 
on ophthalmoscopy is usually its col- 
lection of colored plates. In this work 
such plates are replaced by plates of 
photographic reproductions of the oph- 
thalmoscopic appearances. There are 
10 such plates, including 150 figures; 
8 plates, 120 figures, are from photo- 
graphs of the fundus of the living eye; 
while 2 plates, 30 figures, are photo- 
graphic reproductions from colored 
plates. They illustrate a wide variety 
of normal, anomalous and pathologic 
conditions. Of the first 6 plates, 5 are 
given to photographic reproductions of 
the normal and pathologic histology of 
the parts seen with the ophthalmo- 
scope, and one to reproductions of 
more or less schematic representations 
designed to explain the things seen. 

A comparison of these photographic 
representations of the living fundus 
with those of the more familiar color 
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sketches, rather emphasizes the real 
truth of the latter; altho the high 
scientific value of the photographic 
representation is also brought out in 
the former. The photograph cannot 
supplant the colored plate in teaching 
the student the color value of the oph- 
thalmoscopic picture; but it can give 
lines, areas and relations that are ex- 
act and may serve to correct any habit- 
ual errors of the artist. An appendix 
of 5 pages to Chapter I supplemented 
by 3 illustrations explains the arrange- 
ment and operation of Dimmer’s ap- 
paratus for photography of the fundus. 

The book is divided into two parts. 
The first begins with an optical intro- 
duction taking up the reflection and re- 
fraction of light and the optical system 
of the eye. Then comes a chapter on 
the ophthalmoscope and its use, with 
appendices on the microscopy and pho- 
tography of the ocular fundus. The 
next chapter takes up the normal eye- 
ground, with a note on the fundus oc- 
uli of lower animals. The final chap- 
ter of the first part is devoted to the 
measurement of refraction with the 
ophthalmoscope, both by the erect and 
inverted images and a section of 50 
pages on the shadow test. This last 
section is by Prof. Salzmann and is 
an exceptionally clear and thoro ex- 
position of the optical principles of 
skiascopy. 

The second part is devoted to the 
diagnostics of the ocular changes vis- 
ible with the ophthalmoscope. It first 
considers those of the refractive media 
and iris; and here includes ophthal- 
moscopy of the angle of the anterior 
chamber, as worked out by Trantas, 
and especially by Salzmann. Then, 
proceeding to the fundus conditions, 
the first chapter is given to the optic 
nerve entrance. The second chapter 
takes up those of the retina, choroid 
and sclera. Two-thirds of the book are 
given to the discussion of the changes 
visible with the ophthalmoscope and 
their significance, illustrating the 


greatness of the subject and furnish- 
ing the student, intent on mastering 
this subject, a safe and complete guide. 

In general the language is clear, and 
not difficult reading for one who has 
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some reading knowledge of German. 
The full table of contents, 6 pages, and 
the index, 7 pages, makes it valuable 
as a book of reference. While it gives 
no complete bibliographies, the rather 
frequent references open out the gen- 
eral literature of the subject; and 
among these references, the American 
literature is fairly represented. 


E. J. 


Oculo-Refractive Cyclopedia and Dic- 
tionary. Thomas G. Atkinson, 
M.D., B. Sc. The Professional 
Press, Inc., Chicago. (See also 
p. 876.) 

This is a book of 432 pages, with nu- 
merous illustrations, arranged, as the 
author states, to give complete inform- 
ation to the practising refractionist 
with a minimum of difficulty or 
trouble. The paper and printing, as 
well as many of the illustrations, are 
excellent, but the proof reading leaves 
much to be desired. For example, in 
the first sentence is the statement: 
“Abducens. A descriptive name given 
to the sixth pair of cranial nerves, be- 
cause their function is to enervate the 
external rectus muscles” etc., when 
what is really meant is to innervate the 
external recti muscles. Another instance 
is on page 66, where “blenorrhea” in- 
stead of blennorrhea is found. On page 
80 appears “buphthalmia” immedi- 
ately below it is “bupthalmos.” 

The above are a few of the mistakes 
found in a cursory glance over the book. 
As to the information to be obtained, it 
was rather interesting to find on page 319 
that the temporal lobe on each side is the 
center of pure vision. If by pure vision 
is meant the correlation of visual with 
other sensations, this should be stated, 
but as nothing is said about the occipital 
lobes, the meaning seems to be that the 
visual centers are in the temporal lobes. 
On page 321 is the statement that the 
“elevation in which is the opening of the 
lacrymal sac is called the lacrymal pap- 
illa.” This is true in the same way that 
the mouth is the opening of the stomach, 
but is hardly accurate anatomy. On page 
320 we find: “O. U. An abbreviation 
for both eyes (oculus unity).” The cor- 
rect meaning is oculus uterque. Again, 


the above are taken at random, and indi- 
cate the presence of other mistakes. 

After finding so much to criticise, it 
is pleasant to find many articles wor- 
thy of commendation, such as the de- 
finition and explanation of retinoscopy, 
frame fitting, accommodation etc. But 
in the opinion of the reviewer, the er- 
rors are so great and so many, that 
the book cannot be recommended un- 
til it has been thoroly gone over and 
these eliminated. 


CORRESPONDENCE. 


Dr. de Schweinitz’ Visit to Peking. 


To the Editor: At the dedicatory ex- 
ercises of the Peking Union Medical 
College held in Peking, China, Sept. 
15-22, 1921, the majority of the trus- 
tees of the College and a number of 
eminent scientists representing Eur- 
ope, Canada, United States, China and 
Japan were present. Among the trus- 
tees present were Mr. John D. Rocke- 
feller, Jr., Dr. George E. Vincent, Dr. 
Wm. H. Welch of Johns Hopkins and 
Dr. Francis W. Peabody from Har- 
vard. 

Among the visiting scientists who 
came as guests of the Rockefeller 
Foundation were such persons as Dr. 
George E. de Schweinitz and Dr. John 
G. Clark of Philadelphia, Dr. Florence 
R. Sabin of Baltimore, Dr. S. S. Gold- 
water and Dr. Victor Heiser of New 
York, Dr. A. B. Mac Callum of To- 
ronto, Dr. R. T. Leiper of London, Dr. 
T. Tuffier of Paris, Dr. S. Hata of Ja- 
pan and Dr. Wu Lien Teh of China. 

It was a great privilege and a spec- 
ial delight to have Dr. de Schweinitz 
with us as the representative of the 
specialty of ophthalmology. Such a 
representation was all the more fitting 
because Dr. de Schweinitz came also 
as the President-elect of the Ameri- 
can Medical Association, and in that 
capacity brought official greetings 
from the Executive Council of that 
body. 

Dr. de Schweinitz gave the saluta- 
tory address of the dedicatory exer- 
cises on Thursday, September fif- 
teenth, which he followed by a scienti- 
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fic paper entitled “Concerning the 

Evolution of the Ocular Symptoms of 

Pituitary Body Disorders.” This paper 

was admirably supplemented by charts 

and lantern slides. 

The program of the department of 
ophthalmology during the following 
days of the conference was as follows: 
Friday, September sixteenth: 

Eye operations by Dr. H. J. Howard 
and Dr. T. M. Li. 

1. Combined extraction of cataract 
with insertion of sclero-conjunc- 
tival suture. 

2. Discission of secondary catar- 
act. 

Saturday, September seventeenth: 

Presentation of cases of toxic am- 
blyopia and focal infections. 

Retrobulbar neuritis with am- 
blyopia caused by eating peppers 
and vinegar, the latter probably 
containing methyl alcohol....... 


Dr. T. M. Li. 
2. Quinin amblyopia .............. 

3. Iritis caused by chronic prostati- 

Dr. T. M. Li. 


4. Vitreous opacities and dimin- 
ished vision caused by periapical 
tooth abscesses.. Dr. H. J. Howard. 

Dr. de Schweinitz, Dr. Sudaroff of 

Petrograd, Dr. Neville of Mukden, and 

Dr. Howard participated in the discus- 

sion. 

Monday, September nineteenth. 


Eye operations by Dr. H. J. How- 

ard and Dr. T. M. Li. 

1. Tenotomy of right inferior 
oblique for traumatic paralysis 
of the left superior rectus and 
spasm of the right inferior 
oblique. 


2. Tenotomy of the right inferior 


oblique for paresis of the left su- 
perior rectus. 


3. Resection of the the left exter- 
nus and graduated tenotomy of 
the left internus for left esotro- 
pia. 

4. Complete tenotomy of the right 
internus for right esotropia as- 
sociated with marked amblyopia. 


Tuesday, September twentieth. 

Presentation or report of some inter- 
esting cases that came to the hospital 
of the Peking Union Medical College 
in 1920-1921. 


1. Two cases of neuroepithelioma. 


Dr. H. T. Pi. 


2. A case showing a hole in both 
maculae due to simultaneous in- 


0000 Dr. T. M. Li. 


3. A case of marked symblepharon 
produced by the malpractice of a 
native quack....... Dr. T. T. Dzen. 

4. A case of absolute glaucoma of 
both eyes in which linen threads 
had been inserted for filtration 
and experimental purposes..... 
Dr. H. J. Howard. 

Wednesday, September twenty-first. 

Eye operations by Dr. T. M. Li. 

1. Heisrath’s resection of the tarsus 
for chronic trachoma and ptosis. 

2. Modified Snellen’s operation for 
trichiasis. 

3. Expression of follicular  tra- 
choma. 


Thursday, September twenty-second. 


Presentation of cases. 
1. Primary optic atrophy due to 
Dr. T. M. Li. 
2. Tuberculous uveitis............. 
Dr. H. J. Howard. 
Address by Dr. George E. de 
Schweinitz on “Some newer aspects of 
uveal tract disorders and therapeutic 
measures for their relief.” 
Harvey J. Howarp. 
Peking, China. 
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Lafon, Ch. Nystagmus. Ann. d’Ocul. 
v. 157, 1920, p. 529-569. (See also A. 
J. O. v. IV p. 149.) 

The first point discussed is nystag- 
mus and spasmus nutans. There are 
three forms of the latter, of which only 
one is associated with nystagmus, viz. 
rotation of the head around its vertical 
axis. It usually disappears at about 2 
or 3 years, rarely persists until 7 or 3; 
but the author has seen it at the age 
of 30. The nystagmus present is al- 
most invariably of the horizontal var- 
iety. It has been suggested that spas- 
mus nutans is a compensatory move- 
ment of nystagmus, also that the nys- 
tagmus is an effort on the part of the 
child to supply the movement of ob- 
jects, to which he has become accus- 
tomed, when the head is quiet. The 
author gives the reasons for rejecting 
both theories. The explanation he pro- 
poses is that as soon as the infant be- 
comes conscious enough to perceive 
the movement of objects, he attempts 
to compensate it by head movements 
which quickly become habitual. But 
when the sensation of movement dis- 
appears, the oscillation persists and be- 
comes independent of the nystagmus. 
But there must be an underlying psy- 
chic disturbance of equilibrium, for the 
spasm to develop. 

Monocular Nystagmus. According to 
the literature, this condition is very 
rare. The author reports 3 cases. In 
the first, the left eye deviated outward, 
but on attempts at convergence, the 
divergence diminished and the eye 
turned downward. In every position, 
it showed a vertical nystagmus of mild 
rhythm and slight amplitude, unaf- 
fected by exclusion of the right eye. In 
the second case, with end results of 
ophthalmia neonatorum in the right eye, 
this showed a slight convergence with 
horizontal nystagmus. This, in the pri- 
mary position, was replaced by rotatory 
movements, of slight amplitude and ir- 
regular rhythm. This disappeared in 
the lateral position while the ampli- 
tude was greater and the rhythm re- 
tarded. This was more pronounced on 
looking towards the right. On look- 


ing down or fixing an object, the nys- 
tagmus became much less. This was 
true, also, when the left eye was cov- 
ered. In forced convergence, it even 
disappeared. In the third case, the 
right eye turned out decidedly. Dur- 
ing fixation, in any position, it showed 
fine horizontal nystagmus. On fixing 
a very close object with the left eye, 
the right hardly moved, but its nys- 
tagmus ceased. When the left was 
covered, the right showed oscillations 
of great amplitude and_ irregular 
rhythm, but when it was covered, the 
fine movements were not affected. The 
author explains monocular nystagmus 
on the ground that the eye being am- 
blyopic and strabismic lacks the pro- 
per power of convergence, which the 
other eye possesses. 


Congenital Nystagmus. As far as can 
be determined, nystagmus ceases during 
sleep. During narcosis, it ceases before 
the disappearance of the reflexes, and 
does not commence until consciousness 
reappears. In congenital nystagmus, in 
21 patients with normal ears, no case 
showed abnormal reaction or difference 
between the labyrinths. No cerebellar 
trouble was found in any patient. 

Vestibular Nystagmus. Convergence 
has a tendency to inhibit vestibular ny- 
stagmus, however evoked. In spon- 
taneous vestibular nystagmus, the move- 
ments usually appear only in extreme 
laterality, and the patient avoids them 
by not looking to the side. Where they 
are great enough to bother the patient, 
he avoids them by converging. 


Cerebral Nystagmus. In some affec- 
tions of the central nervous system, there 
is nystagmus and diplopia, the latter be- 
ing transient and requiring careful exam- 
ination to elicit it. This is a manifesta- 
tion of an excess of convergence made 
by the patient in order to diminish the 
nystagmus. The only difference between 
cerebral and vestibular nystagmus is one 
of degree and not of kind, the cerebral 
having a tendency to become stronger 
and permanent. 


Occupation Nystagmus and Converg- 
ence. Miners’ nystagmus is polymorphic, 
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but all show certain common features: 
it increases on looking up and decreases 
on looking down; fixation in the primary 
position increases it, in lateral it 1s 
checked; it disappears with discontin- 
uance of the occupation. This form is 
therefore entirely different from the 
congenital. 


Voluntary Nystagmus. 17 cases have 
been reported, including one by the au- 
thor. He regards it as a disturbance in 
the tonic equilibrium between the con- 
trolled muscles, due to an excessive at- 
tempt at convergence. The same ex- 
planation will probably apply to simulat- 
ed and to hysteric nystagmus. 

The author discusses at length the 
theories of Sauvineau, H. Coppez and 
Bard and maintains that they do not ex- 
plain the conditions satisfactorily. He 
summarizes his own position as follows: 

1. All voluntary movements of the 
eyes are associated ones, governed by the 
functions of direction and convergence. 
These functions are of cortical origin, 
arising not from one center but from 
several, associated sensorial centers scat- 
tered thru the cortex. They are co- 
ordinated by centers located probably in 
the mesencephalon, which transmits them 
to the oculomotor nucleus. There may 
exist, also, supranuclear, intermediary 
and subcortical centers. The vestibular 
apparatus is connected directly and in- 
directly, by way of the cerebellum, with 
the oculomotor apparatus. 


2. Congenital nystagmus is a_ static 
trouble of one of the elementary func- 
tions (laterality, verticality or rotation) 
of cortical origin, due to a developmental 
taint. The function of convergence pos- 
sesses an inhibitory action on nystagmus. 
When this is impaired by an error of re- 
fraction or an intrauterine or postnatal 
ocular lesion, nystagmus is likely to ap- 
pear, as is also convergent strabismus. 
In congenital nystagmus, no lesion of the 
vestibule or cerebellum is found. 

3. Lesions of the cerebellum and vesti- 
bule cause nystagmus by virtue of their 
effect on the function of direction. Since 
they usually arise after convergence is 
well developed, the nystagmus usually 
appears only in extreme lateral positions, 
which are incompatible with strong con- 


vergence. The only difference between 
spontaneous and provoked nystagmus is 
that the former is bilateral and the lat- 
ter unilateral. 

4. Occupational, voluntary and hys- 
teric nystagmus are muscular tremblings 


‘ caused by fatigue or strong contractions. 


Here the function of direction is not in- 
jured, but does not act directly. They 
are pseudonystagmus, as are the nystag- 
mic movements seen in pareses or con- 
tractions of the ocular muscles. 

5. From a pathogenic standpoint, true 
nystagmus is an entity. There are two 
varieties from an etiologic basis—con- 
genital and acquired. Of the latter there 
are two subdivisions—labyrinthine and 
cerebral. 


Lindner, K. An Endemic of 56 Cases 
of Gonoblennorrhea. Klin M. f. 
Augenh. v. 65, 1920, p. 637. 


On March 25, 1916, 14 soldiers with 
gonoblennorrhea were sent to the eye 
department at Lublin, the next day 11, 
then 8, 5, 7, 3, 2, 1, 1 and much later 
1, altogether 56. 48 were bilateral and 
came from the Ist and 4th company. In 
his search for the origin of infection, 
Lindner found on the 4th day that a 
student of pharmacy of the first year, 
acting as substitute for the reserve sur- 
geon, had inspected the reporting eye 
patients daily, everted the lids of each 
and instilled 10% protargol, without 
washing his hands between. Thus the 
first patient who had infected his eyes 
from his gonorrhea was the originator 
of this terrible endemic. 

By very careful treatment, however 
excellent results were obtained. In 
only 2 cases ulceration of the cornea, 
and in one perforation, occurred; al- 
tho 10 patients were over 40, 4 over 
50. The majority were in the twenties. 
The endemic was not mild. Some cases 
were very severe, so that after sub- 
sidence of the acute symptoms the pre- 
viously extended and then relaxed tar- 
sus showed vertical folds. The treat- 
ment consisted in irrigations with pink- 
ish solutions of permanganat of potash 
every 10 to 15 minutes and applications 
of nitrat of silver, 2%, twice a day. 
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Hirsh, C. Air Embolism of Central 
Retinal Artery after Irrigation of Max- 
illary Sinus. Klin. M. f. Augenh. v. 65, 
1920, p. 625. 

The right maxillary sinus of a boy, 
aged 16, was irrigated for removing 
mucopus and after the fluid had run 
off, air was blown into the antrum with 
a clysopump and the canula taken out 
of the accessory ostium. At this mo- 
ment the patient said that he could 
not see with his right eye. The oph- 
thalmoscopic examination about one 
minute later revealed: palpebral fis- 
sure larger than left, eyeball freely 
movable, perhaps a little protruding, 
pupil unusually wide, did not react at 
all. Fundus diffusely grey, disc 
markedly white, veins normally filled, 
arteries appeared as white glistening 
bands without blood. Gradually from 
the periphery streaks of blood appeared 
in the arteries, between which air con- 
taining parts were visible. The blood 
columns migrated toward the centers, 
and after 2 or 3 minutes the blood cur- 
rent was restored, the disc lost its pal- 
lor, pupillary reaction and vision re- 
turned. The picture corresponded with 
Stargardt’s experimental air embolisms 
in monkeys and dogs. From this case 
and literature the author concludes 
that the phenomena after injection of 
air into the maxillary and other nasal 
accessory sinuses, so far interpreted as 
irritations of the pneumogastric and 
other reflexes, are to be attributed to 
air embolisms. To avoid them, the 
inflation of air and irrigation with 
strong solutions of peroxid of hydro- 
gen are to be discarded. The acces- 
sory ostium is the place for irrigations 


with aseptic or antiseptic solutions, as 
here the least possible lesions occur in 
perforating the window. c. & 


Kubik, J. Meningismus after Gan- 
glion Anesthesia. Klin. M. f. Augenh. 
v. 66, 1921, p. 290. 

The right eye of a girl, aged 10, of 
weak constitution, was enucleated un- 
der local anesthesia with 2 ccm. of a 
1% novocain-adrenalin solution, in- 
jected into the ciliary ganglion, on ac- 
count of absolute glaucoma with sec- 
ondary hydrophthalmus. After 12 
hours, the child became restless with 
marked rigidity of the neck, turning 
back of the head, pain on movement of 
the head, convulsive cries, abolition of 
patellar reflexes, i. e. meningismus. On 
lumbar puncture the fluid rushed out 
under high pressure and was of san- 
guinolent color with a greenish hue, 
but with no pathologic changes. Tem- 
perature subfebrile. The condition was 
very much improved after this, and 
normal on the 4th day. 

Kubik thinks it most probably was 
that the injection needle entered too 
far and injured a cerebral vessel, caus- 
ing a slowly increasing hemorrhage. 
The other explanation was that the 
injection of the novocain solution into 
the cranial cavity caused toxic phe- 
nomena. This was the first complica- 
tion of this kind observed at Elschnig’s 
clinic after innumerable ganglion anes- 
thesias. However, the same occurred 
in a man, aged 20, but the meningis- 
mus lasted only a day, and in a de- 
crepit woman, aged 45, in whom the 
symptoms disappeared within 10 days 
after 3 lumbar punctures of hemor- 
rhagic fluid. C. Z. 
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AMERICAN OPHTHALMOLOGIC SOCIETIES. GENERAL. 


Following is a list of the opthalmologic societies of the United States, as complete as 
possible. It is known that there are several societies not shown in this list, but it was not 
possible to obtain any information regarding them. If the secretaries of the societies not 
shown here will send information to the Editor of Society Proceedings, a supplementary list 


will be published. 


GENERAL SOCIETIES. 


Section on Ophthalmology, American 
Medical Association. 
Chairman—Dr. N. M. Black, Wells 
Bldg., Milwaukee, Wis. 
Secretary—Dr. G. S. Derby, 7 Here- 
ford St., Boston, Mass. 
Meeting—May, 1922. 
Place—St. Louis. 
American Ophthalmological Society. 
President—Dr. William M. Sweet, 
1205 Spruce St., Philadelphia, Pa. 
Secretary—Thomas B. Holloway, 1819 
Chestnut St., Philadelphia, Pa. 
Meeting—May, 1922. 
Place—Washington, D. C. 
American Academy of Ophthalmology 
and Oto-Laryngology. 
President—Dr. Walter R. Parker, 
David Whitney Bldg., Detroit, Mich. 
Secretary—Luther C. Peter, 1529 
Spruce St., Philadelphia, Pa. 
Meeting—September, 1922. 
Place—Minneapolis, Minn. 


LOCAL SOCIETIES. 


Buffalo Ophthalmic Club. 
Secretary—Dr. R. A. Edson, 498 Del- 
aware Ave., Buffalo, N. Y. 
Meeting—2nd Thursday each month— 
October to May. 7:30 P. M. 
Place—Varies. 
Chicago Ophthalmological Society. 
President—Dr. E. K. Findlay, 30 N. 
Michigan Ave., Chicago, III. 
Secretary—Dr. M. Goldenburg, 104 S. 
Michigan Ave., Chicago, III. 
Meeting—3rd Monday of _ each 
month, 8 P. M. 
Place—Sherman Hotel, Chicago. 
Colorado Ophthalmological Society. 
Secretary—Dr. W. H. Crisp, Metro- 
politan Bldg., Denver, Colo. 
Meeting—3rd Saturday of each month. 
7:30 P. M. 
Annual Congress, last week in July. 
Place—Denver, Colorado. 
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Detroit Ophthalmological Club. 
Secretary—Dr. N. Bentley, David 
Whitney Bldg., Detroit, Mich. 
Meeting—2nd Wednesday in each 
month. 8 P. M. 
Place—Wayne County Medical Bldg., 
Detroit, Mich. 
Eye and Ear Section Los Angeles 
County Medical Association. 
President—Dr. J. M. Brown, Brock- 
man Bldg., Los Angeles, California. 
Secretary—Dr. J. H. McKellar, Title 
Insurance Bldg., Los Angeles, Calif. 
Time—First Monday of each month. 
Los Angeles Ophthalmological Society. 
Secretary—Dr. J. Ross Reed, Citizens’ 
Bank Bldg., Pasadena, California. 
Meeting—Third Wednesday night of 
each month from October to May. 
Place—Varies. 
Object—More study than discussion. © 
Memphis Society of Ophthalmology 
and Oto-Laryngology. 
Secretary—Dr. S. S. Evans, Exchange 
Bldg., Memphis, Tenn. 
Meeting—2nd Tuesday each month. 
8 P. M. 
Place—Baptist Hospital, Memphis, 
Tenn. 
Milwaukee Oto-Ophthalmic Club. 
President—Dr. J. Gordon, Milwaukee, 
Wis. 
Secretary—Dr. J. E. Guy, 307 Grand 
Ave., Milwaukee, Wis. 
Meeting—3rd Tuesday of each month. 
8 P. M. 
Place—Milwaukee, Wis. 
Minnesota Academy of Ophthalmology 
and Oto-Laryngology. 
President—Dr. J. A. Watson, Physi- 
cians & Surgeons Bldg., Minnea- 
polis, Minn. 
Secretary—Dr. J. H. Morse, Donald- 
son Bldg., Minneapolis, Minn. 
Meeting—2nd Friday of each month. 
8 P. M. 
Place—St. Paul and Minneapolis, Min- 
nesota, alternately. 
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New England Ophthalmological Soci- 

ety. 
President—Dr. F. H. Verhoeff, 101 
Newbury St., Boston, Mass. 
Secretary—Dr. W. H. Lowell, 101 
Newbury St., Boston, Mass. 
Meeting—3rd Tuesday of 
month. 8 P. M. 
Place—Massachusetts Charitable Eye 
and Ear Infirmary, Boston, Mass. 

New York Ophthalmological Society. 

President—Dr. H. S. Miles, Bridge- 
port, Conn. 

Secretary—Dr. B. Samuels, 33 West 
52nd St., New York. 

Meeting—2nd Monday of each month. 
8 P. M. 

Place—Varies. 

Omaha and Council Bluffs Ophthal- 
mological and Oto-Laryngological 
Society. 

President—Dr. J. B. Potts, Brandeis 
Theatre Bldg., Omaha, Neb. 

Secretary—Dr. C. Rubendahl, Bran- 
deis Theatre Bldg., Omaha, Neb. 

Meeting—3rd Wednesday of each 
month. 8 P. M. 

Place—Varies. 

Philadelphia College of Physicians, 

Section on Ophthalmology. 
Chairman—Dr. G. O. Ring, 17th and 
Walnut Sts., Philadelphia, Pa. 
Secretary—Dr. C. R. Heed, 
Spruce St., Philadelphia, Pa. 
Meeting—3rd Tuesday of each month. 
8 P. M. 
Place—22nd and Ludlow Sts. 

Pittsburgh Ophthalmological Society. 

President—Dr. E. B. Heckel, Jenkins 
Bidg., Pittsburgh, Pa. 

Secretary—Dr. A. Krebs, Jenkins Ar- 
cade Bldg., Pittsburgh, Pa. 

a Monday of each month. 


each 
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Place—Varies. 
Portland Academy of Ophthalmology 

and Oto-Laryngology. 

President—Dr. R. A. Fenton, Jour- 
nal Bldg., Portland, Ore. 

Secretary—Dr. C. G. French, Ist Na- 
tional Bank Bldg., The Dalles, Ore. 

Meeting—Monthly. 

Place—Varies. 


Puget Sound Academy of Ophthalmol- 
ogy and Oto-Laryngology. 
President—Dr. Allison Wanamaker, 
817 Summit Ave., Seattle, Wash- 
ington. 

Secretary—Dr. Albert F. Mattice, 614 
Cobb Bldg., Seattle, Washington. 
Meeting—4th Monday of each month 

except summer months. 
St. Louis Ophthalmic Society. 
President—Dr. A. E. Ewing, Metro- 
politan Bldg., St. Louis, Mo. 
Secretary—Dr. W. F. Hardy, Metro- 
politan Bldg., St. Louis, Mo. 
Meeting—4th Friday of each month. 
8 P. M. 
Place—University Club, St. Louis, Mo. 
Rhode Island Ophthalmological Soci- 
ety. 
President—Dr. A. A. Fisher, 331 
Broad St., Providence, R. I. 
Secretary—Dr. J. L. Dowling, 57 Jack 
son St., Providence, R. I. 
Meeting—2nd Thursday of October, 
December, February and April. 
Place—Medical Library, Providence, 
R. I. 
Wills Hospital Ophthalmic Society. 
President — Dr. B. Chance, 1305 
Spruce St., Philadelphia, Pa. 
Secretary—Dr. C. O’Brian, Wills Hos- 
pital, 1810 Race St., Philadelphia, 
Meeting—Ist Tuesday and Ist Wed- 
nesday of alternate months. 8 P. M. 
Place—Wills Hospital, 1810 Race St., 
Philadelphia, Pa. 
Sectional Societies. 


Pacific Coast Oto-Ophthalmological 
Society. 
President—Dr. F. Stauffer, Deseret 
Bank Bldg., Salt Lake City, Utah. 
Secretary—Dr. E. D. Lecompte, Bos- 
ton Bldg., Salt Lake City, Utah. 
Meetings—Annual. Next. meeting in 
May, 1922. 
Place—Salt Lake City, Utah. 
Sioux Valley Eye and Ear Academy. 
President—Dr. F. I. Putnam, Sioux 
Falls, So. Dakota. 
Secretary—Dr. L. N. Grosvenor, Hu- 
ron, So. Dakota. 
Meeting—January and July. 
Place—January meeting in Sioux City, 
Iowa, ‘uly meeting in Omaha, Neb. 
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NEWS ITEMS 


Personals and items of interest should be sent to Dr. Melville Black, 424 Metropolitan 
Building, Denver, Colorado. They should be sent in by the 25th of the month. The following 
gentlemen have consented to supply the news from_their respective sections: Dr. Edmond 
E. Blaauw, Buffalo; Dr. H. Alexander Brown, San Francisco; Dr. V. A. Chapman, Milwaukee; 
Dr. Robert Fagin, Memphis; Dr. M. Feingold, New Orelans; Dr. Wm. F. Hardy, St. Louis; 
Dr. Geo. F. Keiper, LaFayette, Indiana; Dr. Geo. H. Kress, Los Angeles; Dr. W. H. Lowell, 
Boston; Dr. Pacheco Luna, Guatemala City, Central America; Dr. Wm. R. Murray, Minne- 
apolis; Dr. G. Oram Ring, Philadelphia; Dr. Chas. P. Small, Chicago; Dr. John E. Virden, 
New York City; Dr. John O. McReynolds, Dallas, Texas; Dr. Edward F. Parker, Seg eg 


C.; Dr. Joseph C. McCool, Portland, Oregon; Dr. Richard C. Smith, Superior, Wis.; Dr. J. W. 
Kimberlin, Kansas City, Mo.; Dr. G. McD. Van Poole, Hononlulu; Dr. E. B. Cayce, Nash- 
ville, Tenn. Volunteers are needed in other localities. 


DEATHS 

Dr. Pierre L. Leonard, St. Joseph, Mis- 
souri, aged fifty-nine, died September twelfth, 
after a long illness. 

Dr. E. Schneider of Copenhagen died re- 
cently. His ophthalmic table was made up 
from frozen sections of the normal eye. 

Dr. Chas. DeWitt Conkey, Duluth, Minne- 
sota, aged sixty-five, died September eighth, 
at Los Angeles, following an operation for 
gallstones. 

Dr. Gustav A. Aschman, Wheeling, West 
Virginia, aged sixty-one, died October sec- 
ond, from chronic nephritis and uremia fol- 
lowing an operation. 

Dr. Walter Lytle Pyle of Philadelphia, died 
suddenly at his home in Merion, October 
eighth, from heart disease, at the age of 
forty-nine years. 

Lt. Col. F. P. Maynard, I. M. S. (Retired), 
died at his home, Audlem, Cheshire, Eng- 
land, September 30, at the age of 57 years. 
He had recently engaged in practice at 
Crewe, England. 

PERSONALS 

Dr. G. I. Hogue, Milwaukee, Wisconsin, 
has been appointed President of the recent- 
ly created State Bureau for the Care of the 
Blind. 

Dr. Stuart H. Bowman has located at Stam- 
ford, Conn., with offices at 386 Atlantic street, 
where he will limit his practice to eye, ear, 
nose and throat. 

Mr. J. B. Lawford has been offered the 
honorary LL.D. of McGill University, and is 
going to Canada this autumn to receive it. 
He is an alumnus of that University. 

Dr. Kaspar Pischel, of San Francisco, Cal- 
ifornia, who was the first ophthalmologist to 
perform the Elliot operation for glaucoma in 
America, is spending a brief vacation in Hon- 
olulu. He is making a tour of the Orient 
and expresses himself as wonderfully pleased 
with the climate, bathing, etc. of Honolulu. 

It has been recently announced that Doc- 
tor Hilliard Wood, who has been teaching 
Ophthalmology and Oto-Laryngology iin 
Nashville for thirty years, has resigned from 
the faculty of Vanderbilt University. His 
work will be taken by Doctor M. M. Cul- 
lom and Doctor W. G, Kennon, 


Dr. Ernst Fuchs, of Vienna, was a guest 
of the Ophthalmological Section of the New 
York Academy of Medicine the evening of 
October seventeenth, and read a paper on 
‘Presbyopia.” He has been giving a course of 
lectures in New York on the histology and 
pathology of the eye. 

Drs. James P. Matheson, Clarence N. Peel- 
er, and Henry Lee Sloan of Charlotte, North 
Carolina, recently purchased a site for $60,000, 
and will erect thereon a modern hospital to 
cost $125,000 to be used exclusively for the 
treatment of eye, ear, nose and throat cases. 
It will be four stories high, with one floor de- 
voted to the private offices of the above 
named physicians, 

Brisseau of Tournai, Belgium, published in 
1705 the first account of the nature of catar- 
act. Before that cataract was thought to be 
a pouring out of some substance on the 
lens from above, hence the name “cataract.” 
On September twenty-fifth a memorial to 
Brisseau was unveiled. The Committee in 
charge have reproduced in pamphlet form his 
original article as a souvenir. For informa- 
tion address Dr. A. de Mets, 29 avenue Van 
Eyke, Antwerp. 

The second edition of “Yacht Cruising,” by 
Claud Worth affords one more illustration 
of the versatility of some eye surgeons, It 
is an expert treatise on cruising, from experi- 
ence gained during the brief holidays of a 
busy professional career. 


Dr. Frank Allport of Chicago has the sin- 
cere sympathy of his friends in the loss of 
his wife, who died on September twenty- 
third, following an operation. Mrs. Allport 
will be sadly missed, not only by her large 
circle of personal friends, but by the numer- 
ous charitable organizations with which she 
has been actively engaged for many years. 


Dr. Casey A. .Wood has received the hon- 
orary degree of L.L.D. from McGill Univer- 
sity, which assembled in special .convocation 
on October thirteenth, to celebrate the one- 
hundredth anniversary of its founding. Dur- 
ing his very brief stay in Montreal, Dr. Wood 
delivered a lecture on “Some Birds I Have 
Known.” The address, which was illustrated 
with lantern slides, was under the joint aus- 
pices of the Province of Quebec Society for 
the Protection of Birds and of the Natural 
History Society. 
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Charles F. Prentice, M.E., of 201 Singer 
Building, New York City, a well known op- 
tometrist, founder of the optometric profes- 
sion, and author of numerous books and ar- 
ticles on ophthalmic lenses and prisms, includ- 
ing many in the American Encyclopedia of 
Ophthalmology, has retired from practice and 
settled permanently at Nelson, B.C. Mr. 
Prentice is the inventor of the prism dioptry, 
the unit of prism power now widely accepted 
in the United States. He also originated the 
optical terms, prism dioptry, contrageneric, 


dioptral, photostat, typoscope, chiasmal image | 


and contrameniscus. 


SOCIETIES 

Prof. J. Van der Hoeve, of Leyden, Hol- 
land, addressed the Section of Ophthalmology 
of the College of Physicians of Philadelphia, 
October 20. His subject was “Development 
of the Lacrimal Canal in Normal and Abnor- 
mal Conditions.” 

At the same meeting, Prof. Ernest Fuchs, 
of Vienne, gave an illustrated address on 
“Senile Changes in the Optic Nerve, and 
Senile Amblyopia.” 

The American Academy of Ophthalmology 
and Oto-Laryngology have recently decided 
to establish a museum to be located in the 
Army Medical Museum at Washington, D. C., 
and conducted by the curator, the expenses 
to be borne by the Academy. 

At the last meeting of the American Acad- 
emy of Ophthalmology and Oto-Laryngology 
the following officers were elected: Presi- 
dent, Dr. Walter R. Parker, Detroit; Vice- 
Presidents, Dr. Ross H. Skillern, Philadel- 
phia, Dr. W. L. Benedict, Rochester, Minn., 
Dr. John J. Shea, Mémphis, Tenn.; Treasurer, 


Dr. S. H. Large, Cleveland, Ohio, Secretary, 
Dr. L. C. Peter, Philadelphia. 

At the September meeting of the Indiana 
State Medical Association, Section of Oph- 
thalmology and Oto-Laryngology, Dr. J. A. 
Stucky of Lexington, Kentucky, was the guest 
of honor and addressed the Section on the 
subject, “Some Phases of the Trachoma Prob- 
lem.” Eighty members attended this section. 
The officers of the section for the coming year 
are: Chairman, Dr. Charles H. McCaskey, 
Indianapolis; and secretary Dr. E. M. Shank- 
lin, Hammond. Drs. Albert E. Bulson, Jr., 
of Fort Wayne, and George F. Keiper, of 
Lafayette, were elected to the House of Dele- 
gates of the American Medical Association, 
by the House of Delegates of the Indiana 
State Medical Association. 

At the meeting of the Chicago Ophthal- 
mological Society, October 24th Dr. J. Van 
der Hoeve, of Leyden, Holland read a paper 
on “Affections of the Eye Induced by Undue 
Exposure to Light Rays,” and Dr. Robert 
Von der Heydt a paper on “Physiologic Hya- 
loid Artery Remains.” 


MISCELLANEOUS. 

The Graduate School of the University of 
Minnesota, Minneapolis, has announced a 
special one year course in ophthalmology and 
oto-laryngology, which began September 
twenty-eighth. 

A Chicago physician was recently fined $300 
by Judge Jacobs in the Des Plaines police 
court for failure to report three cases of 
sore eyes in infants under his care. Two of 
the babies are hopelessly blind, while the 
third, it is said, has a possible chance of re- 
covery. 
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Phoro-Optometer No, 574 


The DeZeng phoro-optometer No. 574 embodies the most «ccurate and scien-_ 
tific means of meastring the refraction of the eye and determining the status of 
the extrinsic ocular muscles. 

It carries a complete phorometer in (1) a universal double 
prism unit of 30 prism a sy which F gta he only means of 
any desired prism effect from 0 to diopters wi 


desired ; @ Maddox white rod; (3 St agrees 3 
attachment; (4) level (3) an adjustable near ) a grad- 


lenses, mounted in very thin, light discs, easily rota and well 
lenses range by one-eighth diopters to 8 D and quarter diopters to 
15.75 D in ‘the Are and to 1978 D in the minus. * 

The first disc on either side also carries a plus 1.50 D spherical lens for 
retinoscopy and a blinder. 

The design and arrangement aré such that all lenses of high power are close 
to the eye, thus obviating all errors due to the positions of the lenses. , 

The DeZeng phoro-cptometer embodies tho highest scientific developnent 
im design and constructiun of equipment for the busy refractionist and the finich 
is in keeping with the high geal and workmanship. 

A copy of the book e Modern Phorometer” is included with each in- 
strument. 


No. 574 DeZeng Phoro-Optemeter complete, with Wall Bracket, Floor Stand or Chair 


No. 576 as No, 574 with one No. 111 Sor 


DeZENG-STANDARD CO. 
CAMDEN, N. J. 
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"+ 15 YOUR OFFICE AND DARK 
ROOM PROPERLY EQUIPPED? 


. Ave you satisfied that you have 


Everything necessary to enable you to 


‘Accurate Eye Examinations? 
WRITE FOR A 
= HARDY OPHTHALMOLOGICAL 
: CATALOGUE | 


and learn how youcan best ir prove yorr 
equipment to the end that you may give 
phy more satisfactory service to your patrons 


F. A. HARDY & CO. 


JOHN H. HARDIN, President 


AT 
ILL.: 10 We- 


ig LANTA, GA. DALLAS, TEX. 
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